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Abstract 
This thesis examines the role of community practitioners who provide support to young 
men aged 18 to 30 years with mild to borderline intellectual functioning (MBIF) as part of 
their re-entry and reintegration in community. The purpose of the study was to explore 
practitioners’ self-reported understanding of their roles and of their interactions and work 
with these young men. The practitioners who participated in this study were identified from 
amongst the funded non-government prisoner re-entry services sector, the homelessness 
sector and the volunteer community sector in South East Queensland, Australia.  
The services funded by government specifically to provide support to ex-prisoners in re-
entry and the community-based volunteer groups comprise a small sector about which 
there is little documented in relation to the role of community practitioners or their practice. 
There is also little about the needs and experiences of young men with MBIF who may 
access support services in the community, despite the fact that this population group has 
been found to be over-represented in the criminal justice system in a number of 
jurisdictions in which ability screening is used by tertiary services. Given the general lack 
of information available to community practitioners from clinical assessments of intellectual 
functioning amongst this population group, the present study required community 
practitioners to identify those clients whom they considered may have MBIF, based on 
practitioners’ own observations and impressions or upon disclosure by the client himself.  
This study employs a qualitative method drawing on two interviews with each of 13 
community practitioners who had a combined caseload of some 450 clients; and several 
researcher observations of practitioner-client sessions with follow up interviews to gauge 
practitioners’ reflections from the sessions. The data from observations informed a case 
study of practitioner engagement and interaction with young men. The analysis of the data 
is undertaken by practitioner and by group (of which there were four based on type of 
service). The sample size was dictated by the small number of agencies that undertake 
this kind of work in South East Queensland and the reportedly over-burdened practitioner 
caseloads in the funded services leading to lack of time to participate.  
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Applying a theoretical framework which is based on Amartya Sen’s capability approach 
and informed by positive criminology based on the work of Ronel and colleagues, the 
study is positioned within a social inclusion discourse.  
The study findings suggest that the identification of those with MBIF from amongst a 
general clientele reported by practitioners to be experiencing long-term deprivation and 
disadvantage was difficult for community practitioners who had not received prior training 
or professional development in identifying and working with persons with a disability or 
with MBIF. Community practitioners identified the stigma of having some level of cognitive 
limitation as the most pervasive of impacts on the young men and perceived that it was 
this sense of stigma together with lack of a supportive community which led them to 
disaffiliate from services and, for many, to remain unable or unwilling to reintegrate in 
community. Practitioners reflected on their practice with this client group and offered their 
views about reintegration requiring going support for young men with MBIF in the 
community.  
Many of the practitioners perceived themselves to be marginalised from the criminal justice 
system and from the broader community services sector which also found it challenging to 
respond to the specific needs and behaviours of ex-prisoners with MBIF. The role of 
community practitioners working in the funded non-government services, by virtue of 
organisational expectations, resource parameters, or their own practice experience, was 
focussed on addressing some of the immediate and individual needs of the young men. 
They had little expectation that within the operational scope of their given roles they could 
redress any of the systemic and structural impediments which they saw facing these 
young men. The volunteer community practitioners followed a community-led approach 
that took advantage of positive relational networks within their and their clients’ local 
community.  
Universally however, these practitioners implied that the variability, intensity and 
intersectionality of needs of young men with MBIF required something that went beyond 
the scope and capacity of current options for re-entry and reintegration. According to the 
findings from this study, the role of the community practitioner working in this sector may 
need to be one that is much more strongly embedded in community and which enables 
them to co-produce with community a range of positive experiences and opportunities for 
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young men with MBIF towards desistance and social inclusion. The study contributes to 
the development of a “capabilities” framework for community practitioners and presents 
further perspectives on understanding the social exclusion of persons with MBIF in terms 
of “capabilities deprivation”.  
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Chapter 1 Background and significance 
1.0 Introduction  
This in-depth qualitative study of community practitioners and their practice addresses an 
area of empirical and theoretical significance and will contribute to a small but growing 
body of knowledge about how to reduce offending behaviour amongst young men with 
mild to borderline intellectual functioning (MBIF).    
1.1 Background 
The adult criminal justice system in Queensland, Australia is delivered through a 
government agency, Queensland Corrective Services. This agency manages correctional 
facilities and community corrections. Community corrections include the work of Probation 
and Parole and the agency delivers prisoner re-entry programs funded through the non-
government sector. These services are funded “to focus on practical ways to reduce re-
offending, by helping prisoners secure stable accommodation, address substance abuse 
needs, develop social supports, improve their education and gain employment. 
(Queensland Government, 2016a p 30). 
To put the size of the re-entry program in Queensland into context, it accounts for 
approximately 0.033% of  the community services industry workforce estimates of 300 000 
community-based health care and social assistance workers in Queensland (Community 
Services Industry Alliance, 2015). In 2015-16, the period when data was collected as part 
of the present study, Queensland Corrective Services reported that it spent approximately 
$6.4 million (AUS) on re-entry support programs to some 4000 prisoners to receive re-
entry support across several regions of Queensland (Queensland Government, 2016a p 
30). On this basis it is estimated that there may be fewer than 100 full-time equivalent 
funded workers in re-entry services in Queensland. However, it would be reasonable to 
assume that there are many other community services, including homelessness services, 
which should be able to provide community support to young men with MBIF in the 
community, irrespective of their involvement in the criminal justice system. Participation in 
re-entry services is generally voluntary. These services generally provide support to ex-
prisoners with complex needs.  
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1.2 Empirical and theoretical significance of the study 
This study contributes to the under-researched subject of the role of the community 
practitioners who work in re-entry to support to persons involved in the criminal justice 
system. Society expects to see ex-offenders going straight, making their own way, giving 
back to community and standing on their own two feet. The role of the community 
practitioner in re-entry and reintegration endeavours to facilitate the process of return to 
community.  
Australian and international studies of the prevalence of people with a disability or MBIF 
involved in the correctional system indicates that they are mainly young men who have 
entered the criminal justice system at a young age and demonstrate higher than average 
rates of recidivism. A UK study found that 23% of prisoners under the age of 18 years had 
a cognitive disability (Harrington et al (2005) in Talbot, 2009 p 143). In Australia persons 
with a cognitive disability often begin their contact with the criminal justice system at a 
young age as both victim and offender (Baldry, 2014) and police contact typically begins in 
the early teens (Dowse, 2016 in McCausland and Baldry, 2017 p 294). An Australian study 
investigating the life course pathways of persons with a cognitive disability in the criminal 
justice system in New South Wales (Baldry et al., 2013) found that their age at first police 
contact was 15.9 years, and that their age at first incarceration was 21.9 years, pointing to 
the importance of effective intervention by community practitioners for the cohort of young 
men with MBIF.   
Specifically, there have been few attempts to marry theories from across the criminal 
justice system and the disability services system. Some literature indicates that there are 
similarities between the criminal justice system and the disability services system in terms 
of change processes which are shifting system reliance from institutional solutions to 
community-based responses (Fox et al., 2013) and this offers the potential for some inter-
systemic theorisation. In Australia  there has been little coherent, systemic responses to 
the multiple and complex needs of young men with a disability involved in the criminal 
justice system (Baldry and Maplestone, 2003) and the implications for practitioners 
working with this population group in re-entry. The response by the criminal justice system 
in this regard is variable and fragmented. To overcome a fragmented approach and to 
develop a systemic response to MBIF in the criminal justice system, there must be a 
conceptualisation of MBIF that informs criminal justice programs and practice.  
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Working as a community practitioner in re-entry and reintegration with young men with 
MBIF is an un-researched area. The population of young men with MBIF living in the 
community with current and recent past involvement in the criminal justice system is not 
known in Queensland. This study examines whether and how community practitioners 
identify and respond to young men with MBIF through community re-entry and 
reintegration services.  
Conceptualising the role of the community practitioner in re-entry and reintegration 
contributes to understanding the relationship of re-entry to other parts of the broader 
criminal justice system for vulnerable population groups, and more particularly to 
understanding whether and how the role of the community practitioner may play a pivotal 
role in changing the pathways for young men with MBIF through the criminal justice 
system. This thesis explores the motivations of community practitioners, some of whom 
may see their role as primarily contributing to the mitigation of the risk of re-offending 
amongst their clients, and others of whom may be focussed on the broader welfare needs 
of their most vulnerable of clients. Through this research it will be possible to examine the 
key drivers for re-entry and reintegration from the perspective of frontline workers, and to 
reflect upon their role and contribution within the broader context of the criminal justice and 
community services systems and of the community.  
The criminal justice system and its operations are complex. Being able to contribute to 
increasing the understanding of each component is critically important as under-
specification of complex systems has been found to create problems not only from a 
research perspective but also for purposes of planning, delivery and evaluation of 
programs. In the social services field, under-specification of the system has been found to 
contribute to system deficiencies including lack of collaboration amongst system partners, 
under-resourcing of programs and misaligned fiscal or regulatory policies (Bruns and 
Walker, 2010). Research on the topic of systems of care, for example, has evolved over 
two decades and is now being applied to define systems for programs relating to various 
vulnerable population groups (Hodges et al., 2010). Hodges and colleagues identify as 
core facets of the system: knowing the person targeted by the system and having the 
information to plan and deliver responsively; knowing the goals and outcomes to be 
achieved by the system; establishing and commissioning operations that are aligned to 
those goals; and acknowledging partners critical to the delivery of a systemic response 
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(Hodges et al., 2010). This frame as presented by Hodges and colleagues is applied in the 
discussion of the literature in the following chapter.  
Understanding the component parts of the criminal justice system to which community 
practitioners in re-entry and reintegration relate is fundamental to delivering on the 
demands of modern governance for collaborative and integrated services (Bragg and 
Russman, 2007), and on the specific demands of correctional agencies that re-entry 
services link ex-prisoners to other services and supports in the community. There are 
clusters of community reintegration programs, particularly in the substance abuse 
treatment field, that demonstrate connections between the component parts of the broader 
system (from entry to jail to re-entry to community) illustrating how the community services 
sector is important in delivering key outcomes for that system and how, by design, 
community practitioners play a fundamental role (Yamatani and Spjeldnes, 2011, Walker 
and Bruns, 2006). The findings from studies in the substance abuse services system 
(Padwa et al., 2016, VanderWaal et al., 2008) reinforce that systemic developments and 
improvements will only occur when the entire system is understood as well as its 
necessary and component parts and when the relationship of each component to the other 
is understood.  
To the extent that it can, the present study, by exploring the role of community 
practitioners in re-entry will contribute to an understanding of the re-entry and reintegration 
processes and their impact on young men with MBIF involved in the criminal justice 
system, with findings to inform the further commissioning of operations related to re-entry 
and reintegration.  
1.3 Research aim and questions  
The aim of the study is to examine community practitioners’ self-reported engagement with 
young men with MBIF involved in the criminal justice system, with a view to theorising the 
role of the community practitioner working with this group of young men in re-entry and 
reintegration. 
The research questions are: 
How do community practitioners understand the purpose and influence of their roles in re-
entry and reintegration?  
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What do community practitioners understand to be MBIF and how it may present in young 
men involved in the criminal justice system? 
How do these practitioners see the effects of MBIF on the lives of young men engaged in 
offending behaviour? 
How do these practitioners describe how they take account of MBIF when working with 
this group of young men? 
What do practitioners propose as better approaches that would enhance their role in 
diverting these young men from the criminal justice system? 
1.4 Terminology used in this thesis 
This section provides a description of the terminology related to community practitioners, 
disability and MBIF, and to the first peoples of Australia.  
The terminology of community practitioners  
Community practitioners working with ex-prisoners upon re-entry comprise a small 
workforce deployed across a range of large and small non-government organisations 
specifically funded to provide re-entry support to ex-prisoners to assist them toward 
community reintegration and social inclusion (Queensland Government, 2016b). These 
organisations are generally considered to form part of the criminal justice system by virtue 
of the fact that they operate under funding agreements entered into with a correctional 
agency. In some areas community members perform this role in a voluntary capacity.   
Community practitioners working in the domain of prisoner re-entry, as a workforce group, 
are not easily delineated by occupational or professional backgrounds. The group 
generally comprises persons with professional backgrounds in a range of fields of study 
pertinent to community and welfare services. While there is no workforce analysis which 
can be drawn from to examine qualifications of community practitioners involved in 
prisoner re-entry programs, the required qualifications issued for roles in one of a number 
of Australian non-government service providers operating in this sector stated: “Relevant 
tertiary qualifications in disability, alcohol and other drug, mental health or other related 
fields and or a combination of training and significant relevant experience in a related field” 
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(Crest Services, 2016 p 9). Crest Services and its practitioners were not involved in the 
present study. These published job requirements offer a recent example. 
The workforce of the community services sector that interacts with ex-prisoners to support 
re-entry and reintegration includes social and welfare professionals, social workers, and 
health and welfare support workers. Their roles are defined by the Australian and New 
Zealand Standard Classification of Occupations (Australian Bureau of Statistics, 2009, 
Australian Bureau of Statistics, 2013) as “ providing guidance to clients and the community 
in social, educational, vocational, relationship and spiritual matters” ( social and welfare 
professionals in Australian Bureau of Statistics, 2013); “empowering people to develop 
further human wellbeing and human rights, social justice and social development” ( social 
workers in Australian Bureau of Statistics, 2013); “providing support on emotional, 
financial, recreational, health, housing and other social welfare matters, and evaluating 
and coordinating the services of welfare and community service agencies” ( welfare 
support workers in Australian Bureau of Statistics, 2009) and “facilitating community 
development initiatives and collective solutions within a community” ( community workers 
in Australian Bureau of Statistics, 2009). 
Community service workers (used here as a generic title to capture all of the above roles), 
at least in terms of their role statements, are motivated by values that are fundamental to 
social development and social justice, encumbering them with the responsibility to engage 
and interact with their clients in ways that link them to social structures and recognise 
agency in ways that empower the individual.  
Community practitioners performing a re-entry role in the community often rely on a 
correctional agency, or other tertiary service to provide clinical knowledge and skills to 
identify mental health, medical issues, and disability amongst offenders. These community 
practitioners remain dependent on information exchange between the agencies that hold 
client data and their own organisation to inform their ability to plan effectively in relation to 
any special needs which clients may have. Where client information in relation to prisoners 
with a disability is not made available to community practitioners either by correctional, 
health or disability agencies, community practitioners must rely on their own professional 
experience and intuition to identify any special needs of their clients.  
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Community practitioners, volunteer practitioners in community, and practitioners working in 
homelessness services work with a group of vulnerable young men who have been 
involved in the criminal justice system. In this study these will all be referred to as 
community practitioners. The following table describes the terminology related to 
community practitioners as used throughout the study. 
Table 1:1 Terms related to community practitioners in the non-government and 
voluntary sectors  
Generic references  Used to describe   
Community practitioners   Community service workers (non-
clinical) 
 Community case managers  
 Community support workers  
 Community-based practitioners 
Clinicians   Therapists (social and behavioural 
sciences)  
 Mental health practitioners  
 Medical practitioners  
Non-government organisation (AUS)  
Voluntary sector organisation (UK)  
 Community-based organisation funded 
by government 
Volunteer organisation (AUS)  Community based organisation or group 
not funded by government 
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The terminology of “disability” and “MBIF” 
This study anticipates identifying meaningful ways to conceptualise the experience and 
impact of MBIF which could serve to inform system and practice level responses to 
persons with MBIF involved in the criminal justice system.  
The theoretical definition of disability in social science research “can have far-reaching 
social, economic, and political implications” (Mitra, 2006 p.236) and how disability is 
defined by the researcher affects the outcomes of a study (Gronvik, 2009). Common 
definitions or operationalisations of disability used in studies are generally administrative, 
delineated by legislation, functional, pertaining to bio-medical capacities of the body, or 
subjective, self-labelled disability. These are primarily used to determine how to distribute 
welfare benefits, to determine eligibility for disability services, or to gauge prevalence rates 
in, for example, educational and  income levels and in labour market participation 
(Gronvik, 2009).  
It has proven difficult to compare estimates of the prevalence of persons with intellectual 
disability and impaired cognitive function across jurisdictions because of the heterogeneity 
of definitions used and the range of different measures used for assessment (Stewart et 
al., 2016, Peltopuro et al., 2014, Hayes, 2004). This definitional conundrum not only 
makes difficult the comparison of prevalence in the general population and within service 
systems, but it also hinders the development of practice. For example, a study into anti-
social, challenging or offending behaviour by persons with a disability found that 
discrepancies in definitional issues and different assessment tools for measuring 
developmental delays or deficits in social abilities weakened the ability to establish need, 
to understand the pathways to and from offending, and to establish appropriate practice 
responses for this group (Wheeler, 2009).  
Identifying and defining disability is guided by the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) (American Psychiatric Association, 2013)  which lists the criteria 
required for a diagnosis. Assessments of impairment are generally consistent with the 
International Classification of Functioning (ICF) (World Health Organization, 2001) and 
based on a biopsychosocial model of disability which combines assessment of health 
condition, impairments, activity restrictions and participation limitations. Disability is 
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determined by a combination of IQ and adaptive behaviour and functioning with childhood 
onset. 
Mild intellectual disability is defined as having an IQ of 50-69 (World Health Organisation 
2007), an onset of the impairment within the developmental period up to 18 years, and an 
impairment of social functioning as measured by a standard scale of social adjustment.  
For individuals with mild intellectual disability the assessments will likely indicate that some 
level of support is required to live semi-independently (O'Brien and Kumarevalu, 2008). 
Borderline intellectual functioning is described as having an IQ of 70 to 80 and in some 
cases up to 85 (O'Brien and Kumarevalu, 2008, Chaplin and Flynn, 2000). The definitions 
and terminology used to refer to borderline intellectual functioning in the literature are not 
coherent or consistent  (Wheeler, 2009) and thus do not provide a concrete definitional 
basis for research. Some literature uses the terms below average IQ, low or lower 
intelligence, or lower intellectual functioning to denote borderline intellectual functioning 
(Bergman et al., 2015, Freeman, 2012).   
The terms learning disability in the UK and mental retardation in the USA have the same 
meaning as intellectual impairment or intellectual disability. However, the use of the term 
learning disability in some US literature and in Australian data sets as used by the 
Australian Institute of Health and Welfare (AIHW) is taken to mean learning difficulties 
which are not based on assessed intellectual impairment. Other terminology in the 
literature includes the term mentally disordered which refers to intellectual disability 
(Hodge and Renwick, 2002), and the term cognitive disability generally includes 
intellectual disability, borderline intellectual functioning and Acquired Brain Injury (ABI) 
(Baldry et al., 2013).  
The following table describes the terminology related to disability and MBIF which is used 
throughout the study. (When referencing an empirical study or report the terminology 
applied by that study or report is generally used in this dissertation.) 
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Table 1:2 Terms related to disability and MBIF as applied in this study 
Some terms used in 
this study 
Incorporating 
Disability  Intellectual impairment 
 Cognitive impairment  
Cognitive impairment  Impairment related to developmental delay or 
traumatic brain injury in terms of IQ and adaptive 
functioning 
MBIF  Mild intellectual impairment with limitations and deficits 
which may fall under the ICF classification of a 
disability 
 Borderline intellectual functioning with limitations and 
deficits which may not fall under the ICF classification 
of a disability 
 Learning difficulties as distinct from learning disabilities  
Lower intellectual 
functioning  
 Low intellectual functioning  
 Below average IQ 
 Low average IQ 
 
The terminology of the first peoples of Australia 
Aboriginal and Torres Strait Islanders are Australia’s first people. Aboriginal and Torres 
Strait Islander prisoners accounted for just over a quarter (27%) of the total Australian 
prisoner population in 2016. The total Aboriginal and Torres Strait Islander population 
aged 18 years and over in 2016 was approximately 2% of the Australian population aged 
18 years and over. In Queensland, Australia, Aboriginal and Torres Strait Islander 
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prisoners in 2016 comprised 32% (2,461 prisoners) of the adult prisoner population 
(Australian Bureau of Statistics, 2016).  
Aboriginal persons with mental and cognitive disabilities are significantly over-represented 
in Australian criminal justice systems. Until recently, there was little evidence in relation to 
this cohort but in 2015 research conducted in New South Wales (NSW), Australia, 
provided critical analysis of the complex support needs of Aboriginal persons with a 
cognitive disability in criminal justice systems, recording that of the cohort of 2731 persons 
who had been in NSW prisons who were diagnosed with mental health disorders and 
cognitive disabilities, 676 were Aborigines and Torres Strait Islanders (Baldry et al., 2016). 
The same data in relation to prevalence of mental and cognitive disabilities amongst 
Aboriginal and Torres Strait Islanders involved in the criminal justice system in 
Queensland is not available. The following table describes the terminology related to the 
first peoples of this country as applied in this dissertation.  
Table 1.3 Terms related to first peoples of Australia 
Term used in this 
study 
Used to describe  
Aboriginal   Aboriginal person  
Aboriginal and Torres 
Strait Islander  
 Aboriginal person  
 Torres Strait Islander person  
indigenous  
Indigenous 
 Aboriginal and Torres Strait Islander entity 
 Population, group of persons 
 
1.5 The process and structure of the thesis 
The initial review of theoretical and empirical literature provided a broad picture of the 
literature in relation to re-entry, community practitioners, disability and MBIF, practice 
issues for frontline community practitioners in the criminal justice system, and community 
programs for offender reintegration (presented in Chapter 2). From these a research aim 
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and questions were developed (presented in Chapter 1) as well as the conceptual 
framework (presented in Chapter 3). The literature review was further developed to 
engage with the emerging findings as the study progressed in line with the grounded 
theory methodology.  
The conceptual framework presented in Chapter 3 draws primarily on the capability 
approach developed by Sen (Sen, 2008, Sen, 2001, Sen, 1999) and on the approaches of 
positive criminology (Ronel and Segev, 2015, Ronel and Segev, 2014, Ronel and Elisha, 
2011) which together provide a paradigm for social inclusion.   
The description of the research paradigm and the procedures and analytical strategy as 
part of the methodology are detailed in Chapter 4. Using a constructivist, grounded theory 
approach following the approach applied by Charmaz (Charmaz, 2015, Charmaz, 2006), 
emphasis is placed on the voice of the individual community practitioner and recognition is 
given to how an individual’s values shape the actions and views of both researcher and 
informants in research. The methodology recognises that data are situational, problematic 
and relativistic.  
The findings from the study are presented in Chapters 5, 6, 7 and 8. They were arrived at 
through interpretation of the data using key concepts from the capabilities approach and 
positive criminology. The findings chapters address issues including the practitioners’ 
perspectives of their own role and agency, their understanding of MBIF, their perceived 
impact of MBIF on young men involved in re-entry and reintegration services, practitioners’ 
reflections on frontline practice and their visions for better supports in the community for 
young men with MBIF.  
The analysis of this data contributed to the conceptualisation of the role of the community 
practitioner in re-entry and reintegration which is further developed and discussed in 
Chapter 9. Chapter 10 provides a summary of the key empirical findings from this study 
and proposes future research and development which follow on from the previous 
discussion about the re-visioning of the role of the community practitioner in re-entry. 
The in vivo data sources in the findings chapters are referenced by practitioner group and 
practitioner numbers, and indicate whether the data were drawn from either the first or the 
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second interview or from an observation session. Group and practitioner numbers are 
listed in Chapter 4 on the research paradigm and methodology.  
14 
 
Chapter 2 Literature review  
2.0  Introduction 
The literature review presented in this chapter provided the background and informed the 
directions for the study and its findings. Through examination of the broad policy and 
operational environment within which frontline community practitioners’ work, the literature 
illustrated the extent to which policy settings affect frontline practice in the criminal justice 
and community service systems.  
Given the aim of the study to understand the role of the community practitioner working in 
re-entry and reintegration with young men with MBIF, the literature review includes 
references to empirical studies which reflect upon how practitioners working in re-entry 
and reintegration are positioned within and affected by changes across the broader 
criminal justice and community and disability services systems; the particular challenges 
which practitioners may face working with young men with MBIF given what can be 
gleaned from clinical and empirical studies about the particular needs and personal 
characteristics of this client population group; contemporary developments in thinking 
about disability and MBIF and how that may affect practitioners’ working environment; and 
positive developments in community reintegration models which may inform practitioners’ 
practice at the present time or in the future.  
Presented in the following chapter (Chapter 3) as part of a social inclusion paradigm is a 
discussion of what emerged from the predominantly theoretical literature in relation to 
social and economic disadvantage experienced by vulnerable populations, particularly 
those with a disability or MBIF. 
In the previous introductory chapter it was highlighted that what had been gleaned from 
the study of social service systems targeting vulnerable populations was that achieving a 
consistent systemic approach required service systems to be based on knowledge of and 
about the persons to be targeted; having access to relevant information that will inform the 
nature of the services to be delivered; clarity of goals and aligned outcomes to be 
achieved by the system or service; and understanding of the partners required in the 
delivery of a cohesive, systemic approach (Hodges et al., 2010). This schema for 
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describing what comprises a systemic approach offers a broad frame within which to 
present and consider the findings from the literature review for this study.  
2.1  Knowledge of the persons to be targeted by practitioners 
As this study seeks to examine practitioners’ understanding of clients with MBIF, this 
section provides an overview of what is already known in the literature about the 
identification of persons with MBIF in the criminal justice system. It includes specifically 
studies of prevalence of MBIF, clinical studies that provide some insight to limitations 
experienced by persons with MBIF, as well as some scant literature on the impact of these 
limitations on behaviour and pathways to offending.  
Screening and prevalence 
The requirement to screen and assess remains poorly exercised (Board et al., 2015) even 
though easy to administer screening tools have been developed and tested for settings 
across the criminal justice system. The Learning Disability Survey Questionnaire (LDSQ) 
and the Hayes Ability Screening Index (HASI) were developed specifically for forensic 
applications and have been validated in homeless populations (Van Straaten et al., 2014) 
and in psychiatric and substance misuse contexts (To et al., 2015, Søndenaa et al., 2011). 
Developed in Australia and applied in the UK (Docherty, 2010) , the HASI has also been 
validated with French Canadian (Farthing, 2011), Norwegian (Søndenaa et al., 2011) and 
Dutch populations (To et al., 2015) . Most recently an examination of the HASI with a 
prison population in Australia indicated high levels on inter-rater reliability which was 
attributed not only to features of construction of the tool but also to the experience and 
training of the persons who administered the test (Young et al., 2015). Developed in the 
UK for use in forensic settings the LDSQ has been validated in both forensic and 
community settings (McKenzie et al., 2012) 
The concern with using screening tools, such as the LDSQ or the HASI, remains that they 
must be seen for what they are-screening tools which, with a few questions taking no more 
than about 10-15 minutes to administer by a practitioner who is not required to have 
clinical qualifications, tend to be over-inclusive in their conclusions (Silva et al., 2015, 
Young et al., 2015). Their developers and users do not claim that they are diagnostic tools 
and clearly expect that they will be used as a first step from which to refer participants 
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suspected of having cognitive impairment to further detailed assessments of IQ and 
adaptive behaviour (Murphy et al., 2017, Murphy et al., 2015).  
It is thought that many prisoners with MBIF at the initial reception assessment are not 
referred for screening for possible cognitive impairment because, in reality, such referrals 
in prisons occur only when the limitations are very noticeable ( Hayes, 2007, cited in 
Farthing, 2011). However, where these screening tools have been used, there has been 
great value in being able to identify those with MBIF around which services could then be 
adapted based on identified needs and cognitive deficiencies (Murphy et al., 2017, New 
and James, 2014). It is also noted in the literature that reception staff in some prisons have 
been able to identify MBIF during the initial processing of prisoners through their 
observations of prisoner behaviour, and in some cases prison staff were alerted to the 
likelihood of attention deficit hyperactivity disorder (ADHD) or, for example, dyspraxia, both 
of which affect the ability to remember and follow instructions and to complete tasks 
involving multiple steps (New and James, 2014).  
Reliance upon self-report is used across a number of prevalence studies but has been 
shown to be unreliable (Board et al., 2015).  It appears that where administration of 
screening tools is not applied, there will continue to be reliance upon the experience and 
observational abilities of practitioners, but there is scant literature on the extent to which 
practitioner observational skills are relied upon and the implications in the field of this 
reliance.  
Studies have shown that just using ability screening “does not reflect the nature of the 
problem of psychopathy in people with low average IQ, borderline IQ and mild learning 
disabilities, when anti-social personality disorder is associated with relatively low IQ, 
neurodevelopmental disorders, childhood deprivation and family criminality” (Torr, 2008 
p8). This re-iterates the need for further research into the area and reinforcing the call for 
information that can support practitioners in their role in re-entry and reintegration.  There 
has been considerable advocacy to date on the need for identification of persons with a 
disability and MBIF in the criminal justice system ( e.g. Talbot, 2009). There has also been 
considerable effort to develop screening tools for application in the criminal justice system 
although the degree to which screening and identification occurs varies across 
jurisdictions. Knowledge of the prevalence and needs of those with MBIF in the criminal 
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justice system remains fragmented and, where it is available, it is predominantly gathered 
within the prison system (Murphy et al., 2017). It is not known the extent to which 
community practitioners operating in prisoner re-entry programs have access to this very 
important information about intellectual functioning where it is available to assist them in 
this critical role of supporting re-entry.  
A number of studies indicate that populations in the criminal justice system demonstrate 
very high concentrations of people with low intellectual functioning (Freeman, 2012). An 
Australian study of 75 mostly male young adult offenders, using a short form of the 
Wechsler Adult Intelligence Scale (WASI) applied as a brief screen for cognitive 
impairment, found that 39.9% scored in both the extremely low range below 70 and in the 
borderline range between 70 and 79. Using validated tests for screening criminogenic 
needs, the study found that 80% were rated as very high risk and high risk of criminal re-
offending (Fougere et al., 2013).  
Previous research has highlighted that when engaging with the criminal justice system 
suspects with MBIF are at particular risk of remaining unidentified in their special needs 
because of their better adaptability and enhanced social competencies than those with a 
disability and thus are less likely to be identified (Talbot and Jacobson, 2010, Jones, 2007, 
Hayes, 2004). Studies reinforce that there appears to be an over-lapping of behaviours 
exhibited by persons with cognitive impairment and the general criminal population and 
that this has complicated the identification by practitioners of cognitive impairment in the 
criminal justice system, especially in prisons. Baldry refers to this conflation of 
characteristics: “A complicated matter imbued with the long history of conflation of 
intellectual disability and criminality that has resulted in the misguided supposition that 
some features of cognitive impairment are themselves characteristics of criminality” 
(Baldry et al., 2013 p 228). For practitioners working with offenders with MBIF this issue of 
the conflation of cognitive impairment and criminality to which Baldry refers is especially 
complex. Baldry’s work, albeit mainly in prisons, is also relevant to a consideration of how 
community practitioners may find it difficult to identify persons with MBIF in the community.  
The literature in relation to persons with a disability represented amongst homeless and 
substance misuse populations is developing. However, some studies claiming high 
numbers of persons with cognitive impairment amongst homeless populations may not be 
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based on formal diagnosis of cognitive impairment but on less determinate measures. 
Consequently the disability numbers amongst homeless populations likely include persons 
with low intellectual functioning and MBIF. The high number of persons with MBIF in 
homeless populations is not surprising given the convergence of many sources of 
disadvantage where debilitating factors coalesce to create even more severe forms of 
disadvantage.  Studies indicate a high degree of co-occurrence of disability, mental illness, 
substance abuse, homelessness and involvement in the criminal justice system (Mercier 
and Picard, 2011, Hamilton, 2010, O'Hara et al., 2010, Oakes and Davies, 2008, Taggart, 
2007, Rankin and Regan, 2004). Hamilton illuminates the needs of individuals with a 
disability involved in the criminal justice system and describes this population as having 
multiple and complex needs. The term multiple and complex needs is defined through this 
literature as reflecting the experience amongst the chronically homeless of mental illness, 
cognitive impairment arising from development delay, acquired brain injury (ABI), 
problematic substance use, and behavioural difficulties, which, when combined, severely 
limit access to community facilities and services leading to homelessness and social 
isolation (Hamilton, 2010 p 307).  
A critical review of literature on homeless adults was unable to confirm whether cognitive 
impairment could be considered a risk or predisposing factor for becoming homeless and 
there was little evidence of direct impact of homelessness on cognition. However, studies 
were shown to demonstrate that the extent of cognitive decline is linked to indices of 
homelessness (Spence et al., 2004). Research confirms that there can be a high degree of 
diagnostic over-shadowing in this group with multiple and complex needs (O'Hara et al., 
2010, Robertson et al., 2009). Studies reinforce the intersection of need, the difficulty of 
diagnosis in persons experiencing extreme deprivation, and the need for appropriate 
interventions and supports in the community. 
A Canadian homelessness study highlights the differences between homeless people who 
have cognitive impairment and those who do not. It concluded that cognitive impairment is 
a significant risk factor for homelessness and a predisposing factor for vulnerability among 
street people (Mercier and Picard, 2011). This study found that 68 of a total of 200 
homeless people were found to have an intellectual disability or suspected of having some 
cognitive impairment. The latter cohort comprised 20 persons clinically diagnosed as 
having a cognitive impairment (using DSM-IV criteria) and the others suspected of having 
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cognitive impairment based mainly on available case file information and, in some cases, 
the administration of the HASI screening tool. More than half of these had substance 
abuse problems and almost two thirds had mental health issues. In the absence of any 
formal diagnosis of cognitive impairment for most, it was concluded that “[s]ome 
participants did not have an intellectual disability, having acquired their intellectual 
limitations in adulthood as a result of extreme poverty, excessive consumption of 
psychoanalytic substances or repeated cranial trauma” (Mercier and Picard, 2011 p446). 
When compared to homeless persons without a disability, differences were noted to 
include a lesser prevalence of physical health problems and problems with the criminal 
justice system amongst homeless persons with cognitive impairment, than in homeless 
persons without cognitive impairment. Problems related to mental health, substance abuse 
were comparable for those with and without cognitive impairment.  
Studies in Queensland, Australia showed that substance use in the 12 months prior to 
incarceration amongst those with cognitive impairment in prison is not very different from 
those without cognitive impairment (Bhandari et al., 2015, Plant et al., 2011). A review of 
the literature on cognitive impairment and substance abuse found that studies showed a 
number of factors associated with alcohol and substance abuse amongst persons with 
cognitive impairment including the co-existence of a mental health problem, low self-
esteem, impulsivity, and social isolation (Taggart, 2007).  A study in the UK of persons 
with cognitive impairment, antisocial personality disorder, mental health issues combined 
with substance misuse disorders placed individuals at highest risk of conviction (Robertson 
et al., 2009). 
Responses by the criminal justice system 
Noting that from across the homelessness and substance use sectors there emerged data 
of significant numbers of persons with some level of cognitive impairment and involvement 
in the criminal justice system, one would expect the data on offending amongst persons 
with cognitive impairment to have been systematically collected. However the literature 
confirms that data for this population group is fragmented and not sufficiently coherent to 
inform research.  
There is evidence that cognitive impairments and individual factors are shown to create 
structural barriers to positive social participation which can lead to offending and social 
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exclusion (Macdonald, 2012, Bennett and Holloway, 2005). However, while some 
researchers paint a picture of a funnelling of adolescents with MBIF from school to prison 
(Mallett, 2014), other recent research warns that a presumed relationship between low IQ 
and offending is not unequivocal (Mears and Cochran, 2013). Investigations by Mears and 
Cochrane concluded that “[a]ny observed relationship between IQ and official measures of 
offending stems from differential detection and treatment of low-IQ individuals by law 
enforcement, the courts, and the correctional systems, or from potential confounding of IQ 
with other factors” (Mears and Cochran, 2013 p1281). Mears and Cochran’s extensive 
study of the effect of IQ on offending concluded that only “a modest IQ-offending 
relationship holds regardless of how offending is measured or how IQ is coded” (Mears 
and Cochran, 2013 p1297). 
A study in Queensland, Australia investigated how police officers sought to recognise 
persons requiring additional supports due to some level of intellectual impairment. Police 
relied upon appearance, language difficulties, problems with comprehension, inappropriate 
behaviour for age, and problem behaviour. Use of an appropriate screening tool was 
indicated but not available to police who found using intuitive assessment to be difficult 
and unreliable, sometimes confusing behaviour associated with intoxication and the 
influences of drug use with disability (Douglas and Cuskelly, 2012). Studies in England of 
the practices of police and other criminal justice professionals have also highlighted the 
difficulties of identifying persons with a disability and MBIF in the custodial context 
(Parsons and Sherwood, 2016). Another English study showed that practitioners, 
clinicians, police, magistrates and judges in the criminal justice system believed it likely 
that a person’s cognitive impairments might not be identified upon arrest and that there 
were significant problems with identification of special needs from the moment of entry to 
the criminal justice system, through the court processes, and again upon entry to the 
prison system (Cant, 2007). A study with police custody sergeants in England who are 
responsible for interviewing for risk assessment of all persons brought in by police to be 
charged found that generally custody sergeants looked to the way the alleged offender 
behaves and expresses him or herself to identify if they have a disability (Hellenbach, 
2011). The study found that only one of the 14 custody sergeants interviewed had an 
accurate understanding of cognitive impairment and that when unsure the sergeants 
referred the alleged offender for a mental health assessment.  A Kenyan study examined 
practitioner perspectives of special needs offenders (Othieno et al., 2012) and concluded 
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that without the assistance of assessment tools, it remains likely that some cases pass 
unnoticed. 
In the US, in response to very high levels of recidivism amongst offenders with a disability, 
a number of jurisdictions have implemented case management of this group of offenders 
post-release. This has come about because of the increasing awareness that correctional 
officers managing cases in probation and parole generally have carried heavy caseloads 
that did not allow for the level and type of case management required by vulnerable clients 
most at risk of recidivism. The study of this intensive case management program funded 
and offered through the non-government sector for 252 offenders with a disability post-
release indicated that offenders who completed the program were less likely to be re-
arrested (25%) than those who dropped out of the program (45%) (Linhorst et al., 2003).  
Even when screening and assessment are undertaken by some agencies, studies show 
that critical information from assessments of learning ability and behaviour is not always 
made accessible to other service agencies and their staff. Sharing of the information 
between organisations is often stymied for reasons of data protection and confidentiality 
requirements as well as information technology incompatibilities. This includes information 
gathered through screening and assessment of service users by expert teams which often 
remains within the organisation where those teams work. In a study of the sharing of 
information between the Department of Health and agencies within the criminal justice 
system in the UK, researchers found that the problem is exacerbated by lack of 
understanding by frontline staff about the operations of legislation governing information 
exchange, as well as institutional cultures which undermine information exchange between 
agencies. The study amplifies the need for service user information to be accessed by 
criminal justice agencies and their frontline workers (Lennox et al., 2011).  
A recent Australian study also reinforces that a significant barrier to interagency work to 
support practitioners in the field is lack of data sharing, impeding any efforts to develop 
cross-agency communities of practice (McGuirk et al., 2015). The Australian study 
reinforced that there are valid concerns about the risks of inter-agency information sharing, 
not the least of which include misuse or unintended use of sensitive information and 
potential for non-compliance with privacy and confidentiality regulations. Additionally, there 
are risks in neo-liberalised public sector management regimes where accessing, 
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maintaining and sharing data between agencies is considered to be costly and cannot 
easily be related to outputs and performance of the organisation, even though it may be 
shown to be beneficial to clients downstream. Importantly, this study recognised that the 
formal processes for sharing of information between agencies commenced the all-
important “dialogues through which to build relationships of trust and common purpose” 
(McGuirk et al., 2015 p 207).  
Clinical studies of offending amongst persons with MBIF 
While the research in relation to MBIF is piecemeal, when assembled, begins to provide a 
composite picture of the limitations and needs of this population group and may reflect 
some potential relationship between borderline intellectual functioning and offending. It is 
difficult to consider this relationship to be in any way conclusive. A review of the research 
literature in relation to intellectual disability in the UK found no references to MBIF from 
amongst 1500 research articles (Allerton, 2011).  A more recent systematic review of 
literature on borderline intellectual functioning identified that only 49 studies contained 
information on borderline intellectual functioning and that generally this information was 
fragmentary (Peltopuro et al., 2014). Several themes emerge from the literature about 
young men with MBIF. These include that for those most disadvantaged and involved in 
crime and experiencing homelessness, they have a range of needs arising from multiple 
sources and co-existing conditions impacted upon by borderline intellectual functioning.  
A study in the UK of 477 adults with intellectual disability referred to forensic disability 
services for antisocial and offending behaviour (Lindsay et al., 2013a) referred to the 
previous work of O’Brien (2010) which reported that this forensic disability cohort included 
51% with mild intellectual disability and 17% with borderline intelligence, as well as an 
unknown level of cognitive disability in 12%. Within this cohort 13% suffered anxiety and 
11% suffered depression. The study confirmed that the combination of anxiety with 
depression and other disorders such as ADHD is associated with a greater degree of 
problematic behaviour in offenders with cognitive impairment. 
Previous studies have found that high levels of loneliness are demonstrated by people with 
a disability and that it occurs because they are generally not really part of their 
communities. A study in Victoria, Australia investigated the experiences of adults with 
disability to gauge their level of loneliness (McVilly et al., 2006). McVilly and colleagues 
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studied a group of 52 adults with mean age 25 years, most of whom lived with their 
parents, and some lived in supported accommodation or in units in the community with 
some support. The “most lonely” participants spoke of wanting friendship that involved 
“trust, a person with whom they could talk openly and honestly, who was a loyal confidante 
and who could provide social and moral support” (McVilly et al., 2006 pp 197-198). This 
again serves to reinforce that reintegration in community for persons with disability and 
MBIF requires the forming and nurturing of meaningful, positive relationships and that 
models for re-entry and reintegration need to address this area of need for vulnerable 
groups who do not have familial and social support networks.   
Clinical studies of the behaviours of persons described as having MBIF provide some 
insight to the potential pathways to offending. Studies show that compared to persons with 
average intellectual functioning, persons with MBIF have a poorer level of executive 
function (e.g. planning and problem solving), lower levels of sustained attention, lower 
reaction times, poorer levels of arithmetic and reading skills, and less advanced learning 
strategies, needing to focus on a single element of a task rather than on its entirety 
(Peltopuro et al., 2014). Studies by Emerson show that persons with MBIF have more than 
double the levels of conduct difficulties, emotional difficulties and hyperactivity than 
persons with average intellectual functioning (Emerson et al., 2010). Clinical studies also 
reinforce the prevalence in this population of impulsivity and risk taking, conduct disorders, 
behavioural disturbances, susceptibility to substance abuse, lack of self-control, memory 
and attention deficits, and mental health disorders and psychopathy (O'Brien and 
Kumarevalu, 2008, Lennox, 2007, Einfeld et al., 2006, Gillberg and O'Brien, 2000) and 
inability to  cope well with transitions to adulthood which present them with stressful social 
interactions (Chaplin et al., 2009b, Hartley and MacLean, 2008). Self-control is argued to 
be affected by cognitive ability as well as individual factors such as the effects of 
substance abuse and/or extreme stress which contributes to offending behaviour for this 
population (Wikstrom et al., 2012). All these limitations and difficulties can be seen as 
predictors of the daily struggle by those with MBIF to participate in the community. 
As many as 30% of persons who have contact with the juvenile and criminal justice 
systems have been found to have speech, language and communication difficulties which 
further compound other social and behavioural factors that lead to offending behaviour. 
Limitations in communication disadvantage those giving evidence or explaining 
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themselves adequately within the justice processes that involve verbal communication 
(Bryan et al., 2015).  
The clinical and empirical studies referenced above indicate that a combination of 
biopsychosocial factors together with conduct and emotional difficulties and behavioural 
disturbances in persons with MBIF, would present a complex set of needs for practitioners 
to address, particularly for practitioners who may not be able to avail themselves of clinical 
expertise in relation to these needs. Their expectations as practitioners would be that there 
may be programs that have been developed as part of treatment and rehabilitation 
programs.  
In Australia, data on types of offending by disability is not systematically collected and 
published, although some effort in that regard is now emerging. The limited data that has 
been published at state and territory levels varies in the manner in which it has been 
collected and reported and some is too dated to use for other than offering a general 
picture. Data on offence types by intellectual disability began to be published from one-off 
prevalence studies in the 1990s.  
An early study in prisons in New South Wales, Australia showed that 22% of prisoners with 
intellectual disability were charged with murder and when the borderline category was 
included the prevalence dropped to 7.4% compared with 6% of the general prison 
population (Hayes, 1993). A decade later a Western Australian study of a cohort of 
prisoners with a disability compared offence types of the disability cohort to offence types 
of the general prison population. This showed that there were higher rates of sexual 
offending, theft and receiving stolen goods, and drunkenness amongst prisoners with a 
disability compared to the general prison population (Cockram, 2005). A similar study in 
Victoria, Australia comparing disability and non-disability prisoner cohorts also showed that 
there are higher rates of sexual offending, property offences and violent offending amongst 
the disability cohort compared to the non-disability cohort (Holland and Persson, 2011 
based on data from 2003-2006). Other studies have shown that the offence of murder is 
disproportionally over-represented among prisoners with a disability; that those with a 
disability are more likely to commit offences against property and the person; and that 
persons with a disability are over-represented in the legal system as sexual predators and 
sex offenders (Freeman, 2012).  
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Studies in the UK of the criminogenic needs of offenders with a disability provide 
considerable data about offence types, index behaviour, interventions and treatments 
(Carson et al., 2014, Lindsay et al., 2013a, Lindsay et al., 2013b, Lindsay et al., 2010). 
However, many of these studies target populations who reside in forensic disability 
facilities or who are supported through forensic disability programs in the community. Thus 
the study participants are predominantly those persons with a diagnosed intellectual 
impairment including severe to profound disability. A study of the pathways to offending for 
those in forensic disability services in England included 477 persons with IQ as high as 75 
(Lindsay et al., 2010). This study found that for many of those offenders with index 
behaviour including physical aggression, verbal aggression, sex offences and property 
damage, were diagnosed with ADHD, conduct disorder, Autistic Spectrum Disorder, (ASD) 
and anti-social Personality Disorder (PD). In a later study of a similar population group 
(Lindsay et al., 2013b), the participant characteristics indicated that 39 of the total of 197 
participants were living in the community and that this particular cohort had a high 
incidence of co-occurring psychiatric disturbances, a co-morbidity associated by other 
studies with persons with mild intellectual impairment (O'Brien and Kumarevalu, 2008).  
In Australia and overseas correctional systems are becoming aware of the increasingly 
high prevalence of persons with FASD (Foetal Alcohol Spectrum Disorder) with a range of 
neuropsychological cognitive impairments as a consequence of organic brain damage due 
to pre-natal alcohol exposure. While standardised screening and diagnosis are still in 
development, nearly all offenders with FASD remain undiagnosed. Estimates in Canada 
place prevalence at 10%-22% and indicate that youths with FASD are 19 times more likely 
to be incarcerated than youths without FASD in a given year (Popova et al., 2015, Popova 
et al., 2011) . Reports in Australia demonstrate that up to 60% of adolescents with FASD 
have been in trouble with the law (Mutch et al., 2013 p.1). Initial involvement in the criminal 
justice system by persons with FASD often leads to repeat offending and long term 
imprisonment (Townsend et al., 2015). This is because many persons with FASD have 
limited understanding of their own behaviours and of how their actions resulted in 
involvement in the criminal justice system. For these individuals biological limitations such 
as poor comprehension are often coupled with psychological and mental health issues 
(Pei et al., 2016). 
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These studies reinforce the piece-meal nature of the available information about this 
population group, and the need for more current and coordinated research to inform both 
clinical interventions and community practice to support young men with MBIF as part of 
re-entry and reintegration.  
2.2 Knowing the systems’ goals  
Understanding the goals and outcomes that are sought to be achieved by the criminal 
justice system and the community services system, require an understanding of the broad 
political and policy environments within which those systems operate. This section 
provides an overview of recent developments across the criminal justice and community 
services systems within which community practitioners’ operate, as well as some 
discussion of models of support, systems and the nature of services and supports.  
The managerialist context for criminal justice workers  
Neo-liberal ideologies began to be expressed in Australian politics in the 1980s by the 
Labor government of Bob Hawke (1983-1991) and since the mid-1980s we saw the 
unravelling of the welfare state at both federal and state levels. The neo-liberal approach 
to the political economy was seen to bring with it what was termed the law and order 
terminology or a neo-correctionist approach to penal policy which brought more penal 
harshness (Cavadino and Dignan, 2012). In the late 1980s managerialism was evidenced 
across the criminal justice system requiring the penal system to manage by objectives and 
report by performance indicators. In Queensland, Australia in the late 1990s politicians 
spoke about being tough on crime and tough on the causes of crime which seemed to be 
an importation from earlier developments in Britain and what had been termed the ‘new 
penology’ (Feeley and Simon, 1992) which directed resources to tough on crime policies 
and to stronger regimes and resourcing directed also to monitoring and compliance of ex-
prisoners in the community.  
At about the same time, concerns about the rising imprisonment numbers and in the 
interests of diversion from crime and from prison, approaches in restorative justice and 
therapeutic jurisdiction (Miller and Hefner, 2015) were introduced in various forms across 
Australia. With this, “non-adversarial, restorative, and therapeutic approaches to justice 
have developed strongly since the early 2000s and continue to grow in number and scope” 
(Freiberg, 2016 p 446). The Royal Commission into Aboriginal Deaths in Custody 
27 
 
(Australian Government, 1991) led to a range of diversionary and community-based 
responses to stem the over-representation of Aboriginal people caught up in the criminal 
justice system.  
Over the last 50 years, social and economic policies of neo-liberalism, privatisation, 
actuarialism, and managerialism have dramatically affected penal policies in Australia and 
led to what Cunneen and colleagues refer to as “hyperincarceration” (Cunneen et al., 
2013). Furthermore, social issues related to over-represented groups in the criminal justice 
system such as Aborigines and people with cognitive impairment were now being dealt 
with as criminal issues (McCausland and Baldry, 2017).  
There was a shift in focus in criminal justice systems to placement of resources towards 
controlling risk of re-offending and ensuring community safety (Briggs, 2013, Hudson, 
2012) and prioritising assessment of criminogenic needs of offenders in rehabilitation 
(Lynch, 1998). Resources were funnelled to high risk offenders based on the use of risk 
assessment tools. In the UK the implications of this shift in perspective placed greater 
pressure on probation and parole officers to maintain control over high risk population 
groups while also commissioning the less restrictive responses for re-entry through the 
community services sector (Feeley and Simon, 1992 pp 460-461). In Australia, parole 
systems were reviewed and reforms have increased controls over high risk parolees. In 
Queensland, the report of the review of parole in 2016 (Queensland Government, 2016c) 
led to a government commitment “to provide a greater range of supervision options to 
enable offenders to address their behaviour while being appropriately monitored and 
managed in the community… and to establish a prioritisation process for prisoners to 
ensure they …are appropriately supervised on release” (Queensland Government, 2017).  
The emergence of a risk society also explains changes in the court system and sentencing 
which has led across Australia to increased numbers of persons denied bail and placed on 
remand, reduced remissions (for good behaviour) and presumptive non-parole periods, 
increases in lengths of sentence, restrictions on granting parole, restrictions on suspended 
sentences and a greater readiness to revoke parole (Freiberg, 2016 p 449).  
Policies of neo-liberalism and managerialism also changed the face of the social care and 
community services sector. The manner in which this affected frontline staff working in re-
entry was evidenced through increasing concerns for efficiency management and 
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performance targets. De Swaan (referenced by Webb, 2006) and Rose (Rose, 1999) 
describe how frontline professionals were directed to rely on assessment tools that 
conflate needs and risks to produce profiles of offenders that then were used to guide 
management of offenders in the community. Community practitioners operating within the 
parameters of these policies operated within this actuarial context which drove the 
provision of services to offenders according to risk management priorities.  
The risk-based logic of managerialism led to the revision of the role of practitioners. Once  
expecting to form a relationship with clients based on trust and to provide ongoing, face to 
face intensive case work, practitioners had to action their roles differently in an 
increasingly over-burdened and under-funded community services sector (Webb, 2006). 
Webb described the new operating environment as one which pushed for inter-
professional collaboration in an environment where there were an increasing number of 
service providers, although each with ever-increasing workforce specialisation (Webb, 
2006 p 9). In this environment practitioners were expected to work with many more clients 
and many more service providers with the result being “to dilute the practitioner’s control 
and authority” (O'Connor et al., 2006 p 158). Webb also described neo-liberal approaches 
to government and welfare as “governments attempt to rid themselves of the responsibility 
for managing risk by pushing it onto individuals or agencies in the voluntary or 
independent sectors” (Webb, 2006 p 59). He reflected this development as the 
privatisation of risk whereby the factors of risk are aligned or attached to the individual 
rather than to community or society more broadly.  
The notion of collective responsibility is lost in this conception of risk-society and what 
replaces it is the notion that an individual’s development and socialisation depends on the 
individual’s choice. Rose confirms Webb’s view with his own work showing that for the 
marginalised, reasoned and reasonable choice is pre-determined by policies and 
programs specifically designed for the marginalised. Thus the marginalised are “excluded 
from the regime of choice…are allocated to a range of new para-governmental agencies-
charities, voluntary organisations supported by grants and foundations. A new territory 
opens up on the margins” (Rose, 1999 p 89). Webb reflects that socially excluded groups 
are dealt with through targeted punitive programs on the “margins” of society, where these 
group are set off to the side to solve their own problems which Webb further describes as 
an exclusion strategy which “undermines collective responsibility” (Rose and Miller, 1992 p 
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200). In this way, the real causes of “economic and structural disadvantage are ignored” 
(Webb, 2006 pp 62-63) and change rests upon individual moral responsibility.  
Alternatively, others have seen the neo-liberal marketisation of social work services based 
on Payment by Results (PbR) as an opportunity to introduce to the criminal justice system 
a more individualised approach using personalised support plans for ex-prisoners as part 
of a strengths-based approach to re-entry (Fox et al., 2013 pp 728-731). What Webb 
describes as the crushing of social work practice under the market and neo-liberal shifts of 
the period, has also been interpreted differently. Scourfield believes that managerialism 
has not necessarily curtailed the exercise of practitioner discretion. He refers to the 
empirical work of Evans (2010-2011) in relation to what has been referred to in the 
literature of human services as street-level bureaucracy. Street-level bureaucracy 
describes the practice by frontline managers and practitioners, who despite managerial 
policies based on risk and resource management imperatives, continue to make decisions 
to work with clients in ways that they, as professionals, believe is indicated by professional 
knowledge and values, and is in the client’s best interests. Evans’ work reinforces that 
erstwhile broad central level policies remain ambiguous ( as they often are in a complex 
human services environment), frontline practitioners must and do exercise professional 
discretion (Scourfield, 2015 p 917).  
Studies in the UK also demonstrate that despite the policies of the so-called “new 
penology”, some probation officers have continued to attempt to provide services to ex-
prisoners that offer holistic and longer-term support beyond what might be detailed in 
managerial guidelines for the service (Deering, 2012, Deering, 2011). Overall, as a result 
of these policy changes, there has been a decreased capacity for practitioners to provide 
for individual case management, despite the rhetoric of individualism in the provision of 
social services. Webb reflects this development as the political program or rationale of risk 
society in which it is the individual who must bear the responsibility associated with risk 
and thus wears all the blame for his deficiency or poor lifestyle choices (Webb, 2006 pp 
38, 60). With the introduction of the role of workers as coordinators and supports 
facilitators, there came a concomitant loss of value in the professional role and 
segregation of the case manager who provided more intensive casework to the more 
vulnerable (O'Connor et al., 2006 pp 158-159).  
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The contemporary disability studies context 
One’s view of disability shapes not only how one relates to people with a disability but also 
how one views policy and practice across community services to achieve social justice 
outcomes for those at risk of social and economic marginalisation. It is important to 
understand not only classification systems but also the past and contemporary models of 
disability that currently guide some research and upon which services and practice are 
often based.  
The definitional and classification systems (as mentioned in Chapter 1) currently inform the 
way disability is measured and the way legislation and public programs respond to the 
needs of people with a disability or MBIF. Understandings of disability are also reflected 
variously through models of disability which have evolved over the past few decades. The 
models have revolved around several key approaches. The focus of the biomedical model 
of disability is the impairment or limitations of the individual (Boorse, 1975, 1977 cited in  
Barclay, 2011), placing people with disabilities under the curative care of the medical 
profession (Oliver, 2009). It is important to note one model is not simply replaced by 
another. Policies and institutional practices vacillate drawing on paradigms which align to 
new governments and new economies. For example, Australian disability welfare aligned 
to the notion of “mutual obligation” returns to the medical model despite being articulated 
in terms of social inclusion of people with a disability (Humpage, 2007), and the biomedical 
model continues to provide an allocative basis for health and rehabilitation services (Mitra, 
2006).  
The social model of disability perceives disability as a construct of society’s inability to 
accommodate impairments, rendering the individual unable to participate (Oliver, 2004, 
Rapley, 2004, Scott-Hill, 2004, Shakespeare and Watson, 2002). There are many different 
versions of the social model, although, in general, they adopt a social constructionist 
perspective, emphasising dichotomy of impairment and disability. In Australia, the social 
model underpinned the rights approach enshrined through the Disability Discrimination Act 
(1992) and the Commonwealth Disability Strategy (1994). Advocates of the social model 
maintain that disability is not a disadvantage but a difference that can be accommodated. 
While this is true for persons with bodily difference (Hirschmann, 2012), the 
accommodation of cognitive impairments and especially MBIF, requiring a range of 
accommodations, may be more difficult to construct. 
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The focus of the cultural model of disability is on the person with a disability sharing unique 
experiences and identity with others with a disability (Barnes and Mercer, 2004, 
Shakespeare and Watson, 2002, Morris, 1994). This model too has a strong social 
constructionist approach. Some models of disability which come from the constructionist 
perspective have been seen to overlook or to even contest mild intellectual impairment as 
a disability, which comprises up to three-quarters of all intellectually impaired persons. 
“Prior to the arrival of intelligence testing, the social constructionists argue they [persons 
with mild intellectual disability] would not have been identified as a problematic category of 
people” (Shakespeare, 2013 p 61). Shakespeare explains that historically this “category of 
people” was able to fulfil a range of meaningful roles with family and community support 
until the rise of the knowledge economy and the emerging culture that dictated individuals 
should be able to live independent lives. At that point, persons with mild intellectual 
disability became problematized, according to Shakespeare, who recognises that they do 
not always manage to live successfully on their own and are in danger of social and 
economic exclusion (Shakespeare, 2013 p 62).   
More recent developments of the cultural model of disability are associated with critical 
disability theory promulgated by postmodernist writers in disability studies (Goodley, 
2013). Through critical realist approaches to disability, multidimensional accounts seek to 
situate disability in the wider political and economic structures. Inter-sectionalist analysis to 
identify sources of oppression and marginalisation facing persons with a disability have 
progressed the development of critical disability thinking (Goodley, 2013). The 
intersectionality literature offers a way of theorising the position of individuals who are 
located at the margins of multiple identity categories. For example, Erevelles and Minear  
and Hirschman examine the intersection of race, class, gender and disability (Hirschmann, 
2012, Erevelles and Minear, 2010) to demonstrate how “disability is wrapped up with other 
categories of difference, experiences of marginality and forms of political activism” 
(Goodley, 2013 p 636). Emerging from both a cultural model of disability and critical law 
theory, critical disability theory has been proposed as a theoretical basis for policies of 
inclusion which apply inter-categorical approaches (Hosking, 2008). Inter-categorical 
analyses generally retain a strong constructionist basis that tend to play down the 
impairment or limitation. Shakespeare warns that this concern with intersectionality in 
research and policy can lead researchers away from essential research into the actual 
impacts of limitations on the lives and life chances of people with a disability. “Disability 
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always has a biological dimension that usually entails limitation or incapacity. These 
aspects of disability can be modified or mitigated by environmental change or social 
intervention, but often cannot be entirely removed” (Shakespeare, 2013 p 49).  
The existing models of disability are not able to provide a strong argument for challenging 
the broader and recurrent limitations of welfare policies which present impediments to 
achieving change for vulnerable groups (Trani et al., 2011). The models do not challenge 
the nature of the social and economic circumstances of persons experiencing the impact 
of living with a disability. Nor do the models provide sufficient theorising to inform research 
(Mitra, 2006). While it has been shown by some researchers that the social model of 
disability has been useful in the analysis of disability within the context of social structures 
such as education, employment and the criminal justice system (Macdonald, 2012), other 
researchers have expressed concern that contemporary models of disability are not 
sufficiently multidimensional and have not opened up the possibility of an allocative metric 
for achieving social justice (Barclay, 2011).  
The need for a framework which is more multidimensional than what can be offered by the 
social model or the International Classification of Functioning (World Health Organization, 
2001) has been developed by Mitra to provide a comprehensive account of the socio-
economic factors that lead to deprivation for people with a disability and to examine 
relationships between poverty and disability and their intersection to determine wellbeing 
deprivations. The Human Development Framework (Mitra, 2018), expands further upon 
other recent literature on the wellbeing of people with a disability based on Sen’s capability 
approach (Trani et al., 2015, Díaz Ruiz et al., 2015, Mitra et al., 2013b, Mitra et al., 2013a). 
It provides a framework which enables identification of a range of difficulties and 
inequalities experienced by persons with a disability. It applies a conceptual framework 
that explains impairments, disability and their causes and consequences. The model is 
informed by the socioeconomic determinants of health literature and offers insights to the 
socio-economic determinants of intellectual functioning and disability.  
With respect to ex-prisoners with MBIF, identifying whether the experience of incarceration 
is a determinant of MBIF has not been strongly examined in the literature and thus 
conclusions are difficult to construe in relation to this specific population group. However, 
studies in relation to the impact of incarceration on the general prison population group do 
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highlight impacts which may have some persistent effects on the cognitive and social 
functioning in ex-prisoners. Prisoners have been found to experience psychological 
distancing, a diminished sense of self-worth and personal value, and post-traumatic stress. 
Generally for prisoners with a disability or mental illness whose needs are not adequately 
identified and addressed, the further impact of incarceration cannot be fully understood 
(Haney, 2002). Studies illustrate how poor attention to the transition needs of prisoners will 
place them at greater risk of deteriorating health conditions and increased levels of 
recidivism (Blanck, 2017) and highlight the impact of the incarceration experience on 
psychosocial maturity (Dmitrieva et al., 2012). Ex-prisoners have been found to be at 
greater risk of stigmatisation and discrimination with effects that are linked to 
psychopathology and diminished capacity for self-definition with long-term impacts after 
release from prison (Schnittker and Massoglia, 2015, Schnittker et al., 2015).  
Population health studies of prisoners in Australia increasingly tend to apply a number of 
demographic variables, socioeconomic variables including education levels, employment 
status, and type of accommodation immediately prior to incarceration, to determine 
indicators of social disadvantage and deprivation. Recent Australian study of prisoners 
with dual diagnosis (intellectual disability and mental health disorder) found that there were 
significantly higher levels of unmet treatment needs amongst those with a disability 
compared to their non-disabled peers (Dias et al., 2013) and that unmet health needs and 
health inequities compounded disability (Young et al., 2017). 
While many very recent studies in this field of human development are large scale 
quantitative studies that explore the economic consequences of functional limitations 
experienced by people with a disability, they may in future provide a framework for 
qualitative research which can offer more than social constructionist models of disability 
which are relied still upon now by qualitative disability researchers. There remains a need 
to find a basis for qualitative research that explores in-depth the barriers in society that 
limit the opportunities afforded to persons with MBIF and the considerable social and 
economic challenges they face (Shakespeare, 2013), in a way that would better inform 
how a supportive community may be constructed around this population group.  
While many agencies, both government and non-government in Australia profess policies 
which appear to align with a social model of disability and apply biopsychosocial 
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approaches to understanding and working with people with a disability, it is entirely 
possible that, as in other policy domains, there is a gap between policy and practice in the 
disability field. A study of 82 organisations including ten non-government organisations 
active in the disability sector in the UK specifically examined how the model of disability 
which they espoused was reflected in their work with people with learning difficulties 
(Stalker et al., 1999). Most organisations espoused the social model of disability as guiding 
their approach. In effect, it was shown that, amongst several agencies, there existed 
confusion and inconsistencies between stated theory and policy and actual practice in 
relation to people with a disability. Philosophies, models and policy settings in various 
domains, be that in the criminal justice or in the broader community services sector, do not 
always determine how organisations and practitioners will behave (Wanna et al., 2010). To 
be sure, if a government or organisation ascribes a certain model of disability, it does not 
guarantee that all elements of practice will follow the principles and values of that model.  
2.3 Knowing and understanding the partners required as part of a system 
As noted in the introductory chapter, conceptualising the role of the community practitioner 
in re-entry requires some understanding of how and where this group of practitioners may 
fit into the broader criminal justice system and the contemporary body of practice in re-
entry and reintegration. This section of the literature review assembles some of the 
predominant studies that reflect the roles of key partners (organisations and professionals) 
upon whom community practitioners may be reliant for services and supports for their 
clients with MBIF in the community. Several studies investigated the knowledge, skills and 
attitudes of those professionals in relation to persons with a disability or with MBIF. Many 
of the studies of available programs in prison and in the community provided some insight 
as to whether these programs responded to the specific needs of persons with MBIF. In 
this way, they offer a picture of the broader professional context within which community 
practitioners operate.  
Key partners in the delivery of re-entry and reintegration have been identified in the 
literature as criminal justice agencies (police, the courts and corrections officers), 
community practitioners working with community and providing support to vulnerable 
individuals in the community, clinicians providing specialist interventions for vulnerable 
individuals, and community members. Much of the research has focussed on practitioners 
engaged as probation and parole officers, some of the research has addressed the work of 
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clinicians providing intervention and treatment programs, and, to a much lesser extent, 
there has been some research in the area of community work by community-based 
practitioners.  
Criminal justice agencies 
The occupational cultures of workers in the criminal justice system have received some 
research interest, although these have focussed on prison staff and probation and parole 
operatives. The study by Worrall and Mawby (Worrall and Mawby, 2014) investigated the 
way in which probation workers’ beliefs influenced the way they worked. The study found 
that a central value that influenced the practice of the probation officer was the belief that 
people can change for the better and that this value did not vary despite different social 
and educational backgrounds amongst these workers.     
It has been shown by a number of studies that organisational culture and staff culture can 
cruel the best intentions of organisational policy. In a working environment subject to 
significant review and reform, as is the case in parole in many jurisdictions, practitioner 
attitudes and motivations in relation to re-entry and reintegration are shown to be 
significant factors in success (Deering, 2012, Deering, 2011, Petersilia, 2004).  A study of 
360 parole officers and 62 supervisors was undertaken to examine the impact of officer 
attitudes to the paroling authority and its culture, and the impact of attitudes on their 
engagement with reform and changes introduced by that organisation. The findings 
indicated that staff was more pro-treatment and less punishment oriented compared to 
supervisors. It concluded that integrating pro-treatment beliefs into supervision practice 
should increase the likelihood of positive client parole outcomes (Schlager, 2008).  
Practitioner attitudes to persons with cognitive impairment have been found to affect the 
level of engagement between practitioner and client. Practitioner perceptions that lead to a 
reluctance to work with persons with disability and MBIF have been found to be that 
working with this group is difficult and time-consuming when seeking to present and 
convey information in a way that can be understood by the client (Patterson and Thomas, 
2014); that they are perceived to be difficult to include in group-work because of their 
reduced level of regulation or their lack of confidence in their ability in social situations, and 
because of their negative previous experiences in school group work; and low levels of 
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motivation and ability to comply with treatment, therapy and other requirements (O'Mahony 
and Hearne, 2008, Edwards et al., 2007, Mason and Murphy, 2002, Hayes et al., 1995).  
A study by Cant on what professionals (such as police and magistrates) think about 
offenders with learning disabilities in the criminal justice system highlighted concerns 
about the identification of disability and MBIF and also reflected the ongoing debate across 
that system and the community about whether the criminal justice system needs to be 
made more flexible for this group of offenders or whether there should be equal treatment 
under the justice system (Cant, 2007). Such studies highlight the contested environment in 
which community practitioners operate and reflect the ambivalence amongst practitioners 
toward how re-entry programs should balance risk management and desistance 
approaches for their diverse clients groups. One thing that emerges from such studies in 
this field is that the quality of the practitioner-client relationship is a key factor contributing 
to client outcomes and specifically to criminal justice outcomes. A study of 109 parolees 
identified that trusting relationships with probation and parole officers protected against 
supervision failure and reduced the risk of recidivism, reinforcing that the therapeutic 
alliance is a strong indicator of outcomes for parolees and more likely to change behaviour 
in the pro-social direction than a singularly compliance monitoring role by officers 
(Kennealy and Skeem, 2012). Another study of 480 parolees deemed high risk for 
recidivism, and who had substance use treatment mandated as a condition of parole, were 
targeted as part of a study to examine parolee perceptions of the relationships with parole 
officers when involved in a trial of collaborative supervision intervention. The results 
showed that parolees involved in the intervention which offered frequent interactions in a 
more therapeutic context, compared to traditional supervision, were more likely to perceive 
positive relationships with their parole officers and demonstrated a lower violation rate and 
that this was due to the higher frequency of contacts and to the nature of the intervention 
as treatment (Blasko et al., 2015).  
These studies instigated the approach in the present study to invite community 
practitioners to offer their views on their own and their employing organisation’s goals in 
relation to their work at the frontline.  
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Clinicians and clinical programs 
A significant national study in Australia has examined the issue of ex-prisoners’ follow-up 
with health, mental health and disability services and provided important insights to a 
consideration of the nature of intervention and support required in re-entry. For the first 
time, in 2015, Australia’s National Prisoner Health Data Collection has included a 
Standardised Disability Flag. Collection of the data from prison entrants indicated that 
almost 30% reported limitations in activities and/or restrictions in education or employment 
and 8% reported moderate or profound /severe core activity limitations (Australian Institute 
of Health and Welfare, 2015).  
A study of participants from seven adult correctional centres in Queensland, Australia 
targeted those who were expected to be released from custody within the succeeding six 
weeks (either full-time or on parole) in order to track follow up with health professionals 
post-release (Kinner et al., 2016).  Participants in the trial were provided with a step by 
step guide to re-entry key tasks; a report on their health status and treatment needs and a 
list of relevant community services addressing the health and psychosocial needs; and 
received post-release intervention contact. Of the 665 participants in the intervention trial, 
after 155 were unable to be contacted immediately post release, it was found that low-
intensity case management intervention delivered in the first 4 weeks after release from 
prison led to many ex-prisoners making contact with primary care providers (General 
Practitioners) for at least 6 months post-release but it had no significant effect on contact 
with alcohol and drug (AOD) services. The reasons for lack of follow up by the cohort with 
AOD are not clear but the researchers suggested that this may include high barriers for 
entry into specialised services and restrictive eligibility criteria for Queensland AOD 
services. This study reinforces the difficulty of engaging and retaining involvement of ex-
prisoners with needed health care services. Other research concurs with this showing the 
tendency of vulnerable young men in particular distancing themselves from service 
systems (Sotiri, 2008).  
In the field of forensic disability, there have been studies of clinical practice working with 
offenders with intellectual disability (Breckon et al., 2013, Goodman et al., 2011, Hodge 
and Renwick, 2002). Several models of practice developed by clinicians in the broader 
criminological field have been adapted for serious offenders with intellectual disability 
targeting, for example, sexual offenders and arsonists (Curtis et al., 2012, Ayland and 
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West, 2006). However few of these studies reference specifically the inclusion of persons 
with MBIF in these programs, and consequently do not reflect specifically upon the 
programs’ clinical efficacy for the MBIF group.  
A review of programs in prisons in Queensland, Australia found that programs were not 
adapted to prisoner’s individual needs, and were applied without regard for low literacy or 
cognitive impairment. The study found that persons with cognitive impairments may have 
been excluded from, or failed to complete, programs as a direct result of their disability 
(Walsh, 2006). The review by Walsh reinforces that failure to provide appropriate 
programs in prison, undermines successful community re-integration and rehabilitation of 
persons with cognitive impairment. The extent of success in re-entry appears to be 
contingent, amongst other factors, on whether intervention programs have been proven to 
work (Petersilia, 2004). For offenders with a disability, access to adapted programs for 
treatment and rehabilitation has long been identified as a significant gap in criminal justice 
services. It is well documented in the literature that treatment and skills development 
programs in prison have not met the learning needs of those with cognitive impairments 
(Hayes, 2004). Studies in the UK also found that, in prisons, the presence of a cognitive 
impairment is often used as exclusion criteria for participation in treatment programs 
(Patterson and Thomas, 2014, Goodman et al., 2011).  
There appear to be several reasons for the limited participation in treatment programs by 
offenders with cognitive impairment and MBIF. There remains in some professions the 
view that the therapeutic benefits of clinical interventions cannot be assured for persons 
with a cognitive impairment, and consequently, they may not be provided with 
opportunities within the service system. Indeed, therapeutic intervention for offenders with 
an cognitive impairment requires sensitivity particularly in the forensic context and it takes 
time, is complex and is resource intensive (Hodge and Renwick, 2002). The implications 
for persons with a cognitive impairment or MBIF have not been examined widely, however 
there have been some key findings over the past decade on the effective application of 
cognitive behaviour therapy (CBT) directed at addressing criminogenic needs such as 
anger and impulsivity with offenders, including sex offenders with intellectual impairment 
(Hanson et al (2002) and Taylor et al (2005) in Lindsay et al., 2013b).  
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Although not a new problem, there has not been sufficient investigation and evaluation of 
adapted programs to confirm the effectiveness of adapted programs for offenders with a 
disability or MBIF. While, for example, there has been considerable research amongst the 
general offender population into engagement, completion and non-completion of treatment 
programs (Sturgess et al., 2016), studies in the field of disability have shown that there has 
been little consideration of engagement and treatment readiness for offenders with an 
intellectual disability (Breckon et al., 2013). The question of whether persons with cognitive 
impairment can be engaged in effective clinical interventions has been subject of several 
studies (O'Hara et al., 2010, Hemmings et al., 2009, Chaplin et al., 2009a, Chaplin et al., 
2009b). There is evidence in the UK that some clinical interventions can be modified 
successfully for persons with cognitive impairment (Taylor, 2010). A recent study has also 
indicated that evaluation of an adapted thinking skills program offered in UK prisons to 
persons with a disability suggested that the program can deliver positive outcomes for 
prisoners with intellectual disabilities (Oakes et al., 2016).   
However, some of the literature continues to recommend caution in relation to adapted 
programs. For example, a systematic review of the literature on arson treatment 
programmes for offenders with cognitive impairment concluded that the use of cognitive 
behavioural therapy for fire-setting behaviours has yet to be effectively evaluated for this 
population (Curtis et al., 2012). Similarly, a systematic review of the use of psychological 
interventions for adult sex offenders with cognitive impairment concluded that the 
evidence-base supporting psychological treatment for sex offenders with cognitive 
impairment required further development and that while adapted programs are slowly 
gaining empirical support, at this stage, it was difficult to be conclusive (Cohen and 
Harvey, 2016).  
As stated by a recent Queensland study in relation to young men in prison, aged 18 to 24, 
for those who exhibited physical and mental health risk factors as well as socio-economic 
disadvantage, “[t]he complexity of their presentations necessitates a high intensity, 
coordinated re-entry service to assist them in addressing multiple and complex issues as 
they transition out of prison” (van Dooren et al., 2013 p 4). The findings of Van Dooren and 
colleagues threw a light on the urgent work yet to be done in re-entry in the community 
and highlighted that re-entry programs needed to be assessed with specific reference to 
the proven efficacy for persons with some level of cognitive impairment. 
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Community practitioners and community-based programs 
The role of the community in the re-entry and reintegration of prisoners and the specific 
role of volunteers and local community networks as part of desistance models have been 
under-theorised (Fox, 2015) but the evidence is accruing with ongoing demand for 
evidence of what works in prisoner re-entry (Petersilia, 2004). Petersilia identifies from the 
literature a number of evidence-based principles. She draws from the work of Cullen and 
Gendreau (2000) to list a number of these principles including that conducting intervention 
in the community as opposed to an institutional setting will increase treatment 
effectiveness (Cullen and Gendreau, 2000 cited in Petersilia, 2004 p 5-6).  
A study examining social workers’ engagement with community work in the UK (Forde and 
Lynch, 2014) found that ‘being in the space’ with clients and community was essential to 
creating relationships that bring change for clients. Interviews with 15 social workers 
involved in community work detailed their work as neighbourhood projects, relationship 
building between groups in the community, advocacy for clients with mental health issues 
and disability, knocking on doors and making contacts to bringing people together and 
increasingly involving greater numbers of people in collective activities. The view 
expressed by one social worker was that “without community work, without community 
development, without community projects, we can’t do social work” (Forde and Lynch, 
2014 p 2083).  The results from this study for the role of practitioners working with 
offenders in the community point to the value of practitioners being embedded in the local 
community in order to be able to build relationships of support for the individual in re-entry. 
In this way, it becomes evident how a practitioner may work simultaneously toward 
individual and community wellbeing.  Community development work where practitioners 
are embedded in the community has stalled under a neo-liberal and managerialist 
environment (Featherstone et al., 2012). In this environment, employing organisations may 
consider that the embedded nature of practice in community-based work in which 
practitioners work alongside and as part of community-led initiatives is slow and time-
consuming and benefits are not immediately apparent. 
Contemporary models for re-entry programs generally exhibit a strengths-based, 
restorative approach to reintegration. Importantly, they apply a personalised approach that 
can respond to difference. They hand agency over to the individual offender and there is a 
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focus on building the individual’s skills and resources and on building the community’s 
social capital by nurturing relationships which bind people together to provide support to 
the individual (Farrow et al., 2007 p 147). According to the evaluation of the Circles of 
Support and Accountability (CoSA) program in the US (Fox, 2015), the CoSA program 
invites the offender to become part of the community, and significantly “It presumes that 
the core member [the offender] is capable of sharing the same moral space as others” 
(Fox, 2015 p 88). Fox theorizes re-entry and reintegration as the re-communalization of 
the offender and therein is the view that the offender must be invited and feel able to share 
the same moral space as others in the community (Fox, 2015). In this way, a shift in focus 
from compliance and monitoring post-release to planning and supporting based on 
strengths of the individual emerges as part the new directions in contemporary and 
positive criminology. A further example of an evidence-based reintegration program is 
drawn from studies in the housing and homelessness sector. Researchers have identified 
a transformative process for vulnerable persons experiencing homelessness which they 
believe also can be applied as a model for re-entry of offenders to the community. The 
study provides a theoretical framework for re-communalisation of the socially vulnerable 
and identifies critical re-entry components which focus on the individual offender’s identity 
as part of a communal group, inter-personal relationships, and contributions to communal 
and social harmony (Arrigo and Takahashi, 2007).  
Both these studies together highlight the importance of deep engagement with the 
offender in community, building opportunities for positive social identity through which 
offender de-labelling increases as relationships prosper with volunteers and mentors. They 
provide an approach for the offender that is not so much about compliance-focussed 
practice associated with parole but more about capacity building of community and 
individual through a collective approach. The literature suggests that strengths-based 
restorative models work best (Ward and Maruna, 2007, Ayland and West, 2006, Ward and 
Brown, 2004) because they focus on reparation and not on the person’s limitations and 
deficits (Maruna et al., 2004).  
Together with the introduction of personalisation of supports, the strengths-based model 
can be conceived to offer a possible plank on which to build a system that is inclusive of 
ex-prisoners with MBIF. The importance of personalisation of supports to meet the 
individual needs of persons with a disability is documented in the disability field as 
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evidence-based best practice (Ratti et al., 2016, Sanderson et al., 2006). This and other 
approaches from the disability field can be seen to be consistent with the strengths-based 
and restorative approaches advocated in the criminal justice field and as part of positive 
criminology. Contemporary models operating on this principle such as the Good Lives 
Model (Ward and Maruna, 2007, Ward and Brown, 2004), and other strengths-based 
approaches (Hunter et al., 2016, Maruna and Lebel, 2015, Chu and Ward, 2015) include 
key roles for  both clinical practitioners and lay members of the community. Many of the 
strengths-based models require practitioners to advocate for a holistic understanding of 
the individual and his capabilities.  
Translating what is identified from this research into effective correctional and community 
services, particularly for young men with MBIF, relies on resourcing and action by 
organisations responsible for the delivery of services and supports in the community. The 
extent to which community practitioners are enabled to implement what the evidence 
identifies as “what works” rests in great part at the agency/organisation levels.  
2.4 Conclusion 
Having reviewed the literature to examine how it addresses three key areas of knowledge 
upon which a consistent social service system may be based (Hodges et al., 2010), it 
emerges that the population group of young men with MBIF involved in the criminal justice 
system is poorly understood; that the goals and outcomes sought by community services 
and criminal justice systems to facilitate community re-entry and reintegration for this 
group of clients are drawn from frequently changing policy environments, which each 
dictate different responses at the frontline of practice; and that the partnerships and 
connections required to deliver effective systems of re-entry and reintegration for 
vulnerable populations require greater connectivity across multiple agencies, many 
disciplines and, importantly, with the community.  
This literature review indicates that for community practitioners working with offenders, 
they will likely be working in funded non-government organisations that may be feeling the 
pressures of managerialism which demand compliance with a policies focussed on 
reducing risk. These practitioners will most likely be working with a significant number of 
persons with MBIF who exhibit behavioural and emotional difficulties, are experiencing 
poverty and are at risk of homelessness; and for whom their many and over-lapping needs 
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will make referral to specialist services difficult. This literature review also indicates that the 
culture of the organisation within which practitioners operate and the attitudes held by the 
practitioners themselves toward community re-entry and specifically toward working with 
young men with MBIF will likely influence the way that they practice. Practitioner attitudes 
about their work and towards the people they serve as clients do not always have their 
foundations in the policies of the agencies which they represent, but more fundamentally 
practitioners draw from their own understandings of disability, crime and rehabilitation. 
There are pockets of resistance by frontline practitioners who do not necessarily reflect in 
their practice the imperatives of policy in the risk society. There are practitioners who may 
create their own “street level bureaucracy” far from the central bureaucracy. At the local 
“street level” they may continue to practice in ways that are imbued with their own 
professional and personal cognitions (Scourfield, 2015). 
Generally, the role of the community services system as a key contributor to the 
reintegration component of the criminal justice system is only minimally acknowledged in 
the literature. In many jurisdictions, these community service partners, including the 
volunteer sector, spearhead the delivery of re-entry alongside corrective services 
agencies. However, at a systemic level, the role and function of the community service 
sector remains under-recognised. Consequent to this lack of scholarship of the community 
services sector, there is little evidence of what might be best or even good practice by 
community practitioners working in re-entry and reintegration. No significant studies in the 
field of criminology were identified through this literature review to have dealt with non-
clinical practice and practitioners working in re-entry and reintegration in community with 
persons with MBIF.  
Perhaps most significantly, the literature composes a story from across many jurisdictions 
that the specific needs and circumstances of marginalised groups within the criminal 
justice system are poorly understood, and that, increasingly, changes to systems and 
policies over the past few decades have served to push what are essentially social issues 
of social and economic exclusion into the criminal sphere. With this in mind, this study 
adopts a conceptual framework based on a broad paradigm of social inclusion.  
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Chapter 3 Conceptual framework-a framework for social inclusion 
3.0  Introduction 
The conceptual framework developed to underpin this study provides a frame within which 
to understand at a conceptual level the experiences of young men with MBIF with 
involvement in the criminal justice system experiencing marginalisation. The framework 
also provides a context for understanding the role of the community practitioner working in 
re-entry with those young men. The framework’s three key paradigms of the capabilities 
approach, social inclusion, and positive criminology combine to provide an interpretive lens 
for examining the factors that contribute to the social exclusion of the individual and inspire 
a possible plan for the role of the community and community practitioners to create 
positive opportunities for social inclusion.   
The capabilities approach (Sen, 2001, Sen, 1999, Nussbaum, 2011, Nussbaum, 2009, 
Nussbaum, 2006) conceptualises the agentic role of the individual in expansion of self-
selected and valued capabilities and functionings. The social inclusion paradigm drawn 
from the work of Oxoby and others (Oxoby, 2009, Taket et al., 2009), provides key 
concepts and tools for examining the individual’s experiences of social exclusion. 
Together, the capabilities approach and the paradigm of social inclusion provide a platform 
from which to understand the social and economic factors that can either enhance or 
impede the individual’s social inclusion.  
Further to these, and specifically to understand the potential role of re-entry practice, the 
framework draws from positive criminology (Ronel and Segev, 2015, Ronel and Elisha, 
2011) which offers a view of ways that positive social developmental experiences support 
the individual’s wellbeing and desistance from crime.  
Positioning itself within this framework, the present study engages with the key language 
concepts of capabilities and functionings as a means of gaining a deeper understanding of 
the impact on young men with MBIF of the processes of re-entry and reintegration. 
Additionally the concepts of capabilities and functionings are also applied as part of the 
study to examine the role and functions of community practitioners working with those 
young men, particularly with a view to understanding how their roles contribute as part of 
the broader functions of the criminal justice and community services systems and if and 
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how they contribute more broadly to the social inclusion of the persons whom they 
support.    
3.1  Capabilities approach   
In this section the key concepts of the capabilities approach are detailed, some examples 
of the application of the capabilities approach to research are described, and the criticisms 
or limitations of the paradigm are considered.   
Key concepts 
The capability approach was developed by Amartya Sen (Sen, 2001, Sen, 1985)   as a 
basis for providing measures and understandings of poverty and disadvantage that might 
better inform planning and development for social equality within which the individual’s 
wellbeing is based on individual agency and choice. It offers a way of conceptualising the 
individual with a disability using language and ideas that bring a multi-dimensional 
understanding of the individual’s needs and personal goals in terms of capabilities and 
functionings. In the context of this study it also offers a way of conceptualising the role of 
the community practitioner using language and ideas that offer a deep understanding of 
practitioner goals and motivations.  
Sen’s work uses the terminology of the “capability approach”, and while this dissertation 
applies Sen’s version of the capability approach, generally utilises the term “capabilities 
approach” in order to align with the many other theoretical and empirical works which have 
applied Sen’s paradigm to the social and behavioural sciences. 
While it is not the intention of this study to test the integrity of the capabilities approach in 
its broader contribution to human development and equality, core elements of the 
capabilities approach are selected for the way that these contribute to the present study. 
These include the concepts of individual agency and choice, capabilities and functionings, 
adaptive preferences and collective capabilities.   
Individual agency is important to achieving freedoms through the individual being able to 
choose from real options. Sen sees human development “as a process of expanding 
substantive freedoms that people have” i.e. freedom-to-be and freedom-to-act (Sen, 1999 
p 297). Agency is the ability to pursue valued objectives, to act and bring about change 
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(Sen, 1999 p 19). Robeyns acknowledges that the concept of agency may be given 
different terminology but that some acknowledgement of agency and the individual’s 
agency and choice must be accounted for within the capabilities approach (Robeyns, 
2016). Mitra highlights that for persons with an impairment there may be differences in 
agency (Mitra, 2018 p 14) and she refers to the work of Hopper. Hopper in his work with  
persons with severe mental illness, reflects how cognitive impairment interferes with a 
person’s ability to make valued choices and that exercising agency and freedom to 
achieve valued functionings can be problematic (Hopper, 2007).  
Sen’s concept of capabilities is reflected in the literature as what people are able to do 
(activities) and to be, the kind of person one can be, and capabilities are described as a 
person’s real freedoms or opportunities to achieve functionings (Robeyns, 2016). An 
example that distinguishes capabilities from functionings but which illustrates the 
relationship of one to the other is offered by Robeyns: 
“while travelling is a functioning, the real opportunity to travel is the corresponding 
capability. A person who does not travel may or may not be free and able to travel; 
the notion of capability seeks to capture precisely the fact of whether the person 
could travel if she wanted to.” (Robeyns, 2016 p 406).  
Capabilities are not about access to resources, but about whether and how an individual 
uses resources as a means to achieve capabilities. This is affected by personal, social and 
environmental factors. For example, some limitation in the way a person can convert 
resources into functionings is caused by structural factors including legal, personal and 
social factors (Robeyns, 2016). Social factors may include traditions and the behaviours of 
others in society such as stereotyping, prejudice, public policies and hierarchies; and 
power relations and personal factors can include personal characteristics such as disability 
where intelligence, for example, is the conversion factor which affects the type and degree 
of capabilities one can generate with resources (Robeyns, 2005a, Robeyns, 2005b). In this 
context, resources are not only goods and services which are exchangeable for income or 
money. Resources in a social context, for example, have many characteristics. Depending 
on how the individual chooses to and is able to convert those resources, the individual is 
free to achieve valued functionings (Figure 1 Robeyns, 2005b p 98). People have different 
abilities to convert resources into functionings, thus placing limits on a person’s capabilities 
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and how much functioning one can get out of goods or services. In its acknowledgement 
that individuals vary in their ability to convert resources into capabilities and functionings, 
the capabilities approach contributes to theorisation of disability and MBIF and to the 
conceptualisation of the role of the community practitioner.  
Sen also reflects that to achieve functionings the individual requires the contribution of 
others. Sen states that “[w]hile exercising your own choices may be important enough for 
some types of freedoms, there are a great many other freedoms that depend on the 
assistance and actions of others” (Sen, 2007 p 9 cited in Trani et al., 2011 p 145). Sen’s 
idea here is based on the principle that individual agency requires social interaction and, 
by extension, the individual is responsible to others and to the community for the choices 
he or she makes (Ballet et al., 2007). While Sen does not clearly advocate the concept of 
collective capabilities, he refers to socially-dependent capabilities at the individual level. 
Ibrahim suggests that Sen does not adequately explore the relationship between 
capabilities and social structures, but he acknowledges that collective capabilities are 
precisely those capabilities that can only be achieved socially as a result of social 
interaction (Ibrahim 2006). Acting collectively can provide a greater range of choices for 
the individual (Ibrahim, 2006) and, as Sen emphasises, can help others or “influence the 
world” (Sen, 1999 p 18). For the less privileged or marginalised, gaining freedom to do 
things that we have reason to value cannot be accomplished without collective action 
which leads to social interaction and inclusion (Evans, 2002). Nussbaum states that to 
achieve certain functionings, there must be “combined capabilities, defined as internal 
capabilities, combined with suitable external conditions” (Nussbaum, 2000 pp 84-85). She 
describes that in cases where there is lifelong deprivation, it cannot be assumed that the 
individual’s internal capabilities are well enough developed. Indeed, where the 
environment discriminates on the basis of disability, for example, the external conditions 
may not enable the individual to contribute to the collective’s combined capabilities 
(Nussbaum, 2000).   
These concepts of collective and combined capabilities are particularly pertinent to the 
present study’s examination of the role and capacity of community practitioners to facilitate 
and support the social inclusion of young men with MBIF.  
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Application in empirical studies  
The capabilities approach has been applied to understanding the impact of disability, 
poverty, discrimination and deprivation on vulnerable individuals. Of significance to the 
present study, studies have also shown it to have been applied in an examination of the 
role and rights of workers in organisations.  
An examination of disability through the lens of the capabilities approach reinforced 
reliance upon combined capabilities by people with a disability living in poorer urban 
contexts (Graham et al., 2013). Where people with a disability participated in an 
environment enriched by collective capabilities, access to social capital increased for 
people with a disability and there was a corresponding reduction in the consequences of 
disability (Dubois and Trani, 2009 p 198). The concept of combined capabilities is thus 
described by the researchers as “an individual set of capabilities…not only determined 
through individual agency, but [resulting] from interactions with other people. (Dubois and 
Trani, 2009 p 199). 
Many empirical studies which have applied the capabilities approach have focussed on an 
examination of the quality of life for people with a disability, people experiencing poverty 
and homelessness, and for people with mental health issues (several such studies include 
those by Yeung and Breheny, 2016, Godbole, 2015, Biggeri and Ferrannini, 2014, Graham 
et al., 2013, Trani et al., 2011, Evangelista, 2010, Dubois and Trani, 2009, Hopper, 2007). 
However, of particular interest to the present study have been studies which have sought 
to apply the capabilities approach as part of empirical studies of workers. These studies 
draw on Senian concepts to examine workers’ capabilities and functionings. The studies 
identified the role of resources and of professional opportunities such as the training and 
professional development of workers to positively impact on corporate development and 
delivery. They also identified how the inclusion of workers in organisational decision-
making enhanced worker capabilities. The work of Subramanian and others demonstrated 
that “[t]he capability approach …from an empirical point of view…provides a framework for 
the assessment of work organization and management policies as regards their effects on 
human beings and their doings” (Subramanian et al., 2013 p 293). The studies illustrate 
how workers’ ability to convert entitlements (resources) to functionings is affected by 
personal, social and environmental conversion factors (Subramanian et al., 2013). The 
environmental factors which acted as either positive or negative conversion factors 
49 
 
included company interests and corporate social responsibilities. Similar studies have 
found that some organisations were not capability friendly because they presented 
constraints which limited outcomes for some workers. In contrast, in organisations which 
provided encouragement and moral support for worker capabilities, there is strong 
conversion of resources to desired functionings. In capability friendly organisations in 
which capabilities valued by the workers were also valued by their employing 
organisations, workers were enabled and empowered to achieve desired functionings. In 
such organisations, professional discretion was valued and encouraged in the field. These 
studies reinforced that the achievement of the individual worker’s desired functionings 
cannot simply be explained as determined by “ the personal attributes [of workers] but 
rooted instead in strength of collective or organisational resources” (Subramanian and 
Zimmermann, 2013 p 337). In capability friendly organisations workers are also found to 
have capability for voice, for example, as part of industrial re-structuring processes (De 
Munck and Ferreras, 2013, Bonvin et al., 2013). Both studies defined workers’ capability 
for voice as the extent to which workers were allowed to express their views and exercise 
their freedom to choose.  
A study of workplace equality (Gagnon and Cornelius, 2000) applied several of Sen’s key 
concepts including agency, combined capabilities, and freedoms for the purpose of 
developing an approach which allowed an organisation to measure and evaluate equality 
in the workplace. They concluded from this work that organisations can play a significant 
role in promoting greater attention to traditionally disadvantaged groups in the workforce 
and, as social entities they recognised how their social responsibilities could contribute to 
social progress.  
Empirically testing the capabilities approach in contexts which examine the role and voice 
of the worker together with the role and power of the organisation is particularly pertinent 
to the present study and informs the theorisation of the role of community practitioners 
who work in re-entry. 
Mitra recommends choosing a list of functionings and/or capabilities that reflect the values 
of the individuals under consideration or which are relevant for a particular exercise (Mitra, 
2018 p 15)  and Robeyns recommends that empirical scholars should be guided by lists of 
capabilities and functionings that have been constructed and defended by the 
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theoreticians (Robeyns, 2016 p 405). At this point, there is not a great deal of information 
that emerges from capabilities-based empirical studies that would assist in specifying a set 
of functionings and corresponding capabilities that could be used as a basis for examining 
the valued functionings of community practitioners working in re-entry and reintegration 
toward social inclusion. Nor are there capabilities-based empirical studies that identify a 
set of functionings and corresponding capabilities that can be used as a basis for 
examining the valued functionings of young men with MBIF involved in the criminal justice 
system. A capabilities-based study which begins to identify capabilities and functionings 
for persons with mental illness in recovery (Lewis, 2012) identified functionings as social 
connectivity and friendship, having a sense of purpose and achievement, being 
knowledgeable about mental health, having confidence and self-worth, having a sense of 
control and optimism and having a personally and socially valued identity. Corresponding 
capabilities identified by Lewis included enjoying relationships and family life and taking 
part in community and collective activities or educational and training activities.  
In the absence of a strong body of empirically-tested social inclusion functionings which 
could be considered relevant to the present study, a list of functionings has been 
assembled from across the range of the empirical studies selected for the literature review. 
The following lists of functionings have not emerged from capabilities-based studies and 
have not been discussed and agreed at a broader level. They are intended only to provide 
a possible guide or examples for thinking about functionings for social inclusion. Potential 
practitioner level functionings for social inclusion included forming a trusted and trusting 
relationship with clients (Blasko et al, 2015 and Kennealy and Skeem, 2012); exercising 
professional discretion based on professional knowledge and values of voice and self-
determination (Scourfield, 2015 and Worral & Mawby, 2014); providing holistic and long-
term support to clients (Deering, 2012 and 2011, and Schlager , 2008); engaging with and 
being part of a therapeutic community for clients (Kinner et al, 2016); having facility for 
cross-agency sharing of information, knowledge and skills (McGuirk et al (2015); creating 
affiliative and restorative opportunities for clients (Eck et al, 2016); and “being in the 
space” with clients in community (Ford and Lynch, 2014).  
Potential young men level functionings for social inclusion included having trusted friends 
(McVilly et al, 2006); participating in community without a label (Emerson et al, 2010); 
exercising choice (Lopes et al, 2012); having a good life in the community (Willis and 
51 
 
Ward, 2011); finding voice and self-determination (Maruna and Lebel, 2015); and having a 
sense of self-efficacy (Ronel and Segev, 2014). These potential functionings for social 
inclusion will be re-considered in the final discussion chapter where it will be possible to 
compare the functionings identified through the present study with potential functionings 
which have been drawn from the literature review.  
Limitations of the paradigm 
Theoretical concerns have been canvassed and debated about the contribution of the 
capabilities approach to redressing social inequality (Robeyns, 2016, Dean, 2009, 
Robeyns, 2005b, Sugden, 2003). There are two primary criticisms: that the capabilities 
approach is too individualistic; and that the capabilities approach, because of its 
individualistic approach, does not offer a method for calculating and measuring need that 
can apply toward redistribution of resources to address inequality. These two areas of 
critique are discussed briefly below.  
The concern that the capabilities framework is too individualistic and not sufficiently 
cognisant of the role of groups, communities, structures and institutions is an important 
issue to address as part of this study. Critics argue that an individual’s freedom, cannot be 
at the expense of belonging to a group and the individual remains subject to the 
inescapable requirements of social arrangements. Within this paradigm of 
interdependency, they argue, the individual is never free from the power of hegemony and 
capitalism which influence an individual’s life chances and life options in ways that may 
compromise the individual’s capabilities and freedom (Dean, 2009). This view suggests 
that it is the role of the community, or the collective, to meet the needs of the individual 
through a reciprocal relationship between individual and community. Herein lies the notion 
of reciprocity which critics of the capabilities approach believe is missing. Much has been 
written about the notion of reciprocity as key to the individual’s licence to participate in the 
life of the community as part of a social contract, as it were, an agreement amongst 
members of a community about what goods are required to sustain “common life” (Walzer, 
1983 and Stone, 1988 cited in Robertson, 1998 p 1425). In addressing this criticism it is 
important to note that the capabilities approach does also conceptualise the importance of 
the collectivity of community through its notion of collective capabilities. (This was 
mentioned above as part of the description of Collective capabilities.) The notion of 
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collective capabilities is expanded through the work of Pelenc and others which suggests 
that the concept of collective capabilities can be better understood by also considering the 
notion of collective agency, the responsibility of the individual to both the individual and 
collective levels. The implication of this is that it is possible to see that the first 
responsibility of the person is for oneself to achieve personal capabilities and secondly, 
that the person also has a responsibility to the community through which the person is able 
to do things and to achieve capabilities and functionings that would not be possible acting 
alone (Pelenc et al., 2013).  
This dual level of responsibility as expressed through the notions of collective agency and 
collective capabilities as part of the capabilities approach is pertinent to the present study.  
Central to the conceptual framework for the present study is the notion that ex-prisoners 
and community practitioners can exercise responsibility at the individual level and at the 
collective level but it is likely that there will be some tensions in these processes. Sandel’s 
discussion of the tension in the debate about liberalism (Sandel, 1999) reminds that 
individual independence and choice based on individual values and ends can be in conflict 
with some conception of the good life and public and collective good, especially within the 
context of a pluralist society with many cultures and many individual differences. Sandel 
emphasises that the vision of the good life is based on moral regard for the collective good 
together with respect for the independent self who can exercise choice. If it is assumed 
that community practitioners targeted by this study and the young men with MBIF whom 
they support embody what Sandel refers to as “ free and independent selves, capable of 
choosing their own values and ends” (Sandel, 1999 p210), one could reasonably expect 
that the role of the community practitioner will need to be one of significant influence in the 
community.  
There are also concerns that the capabilities approach cannot offer a basis for wealth re-
distribution or provide a basis for systems of social welfare and security which are needs-
based. In particular these criticisms find irreconcilable the way in which the capabilities 
approach substitutes for the concepts of needs, abilities and skills, the concepts of 
capabilities and functionings, which are not the same. Capability theorists emphasise the 
conceptual difference in the capabilities approach between needs, abilities and skills and 
capabilities and functionings (Alkire, 2005b, Alkire, 2005a). The language of need 
pervades the many policy and systemic responses to poverty, disability and 
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marginalisation (Robertson, 1998). The individual’s needs have been theorised and 
categorised, for example, as communal needs, instrumental needs, therapeutic needs, 
and as human needs and rights. Most types of needs have been defined in ways that 
commodify and render them measurable in the market place and claimable in the courts 
(Robertson, 1998). However, the language and concepts of capabilities and functionings 
are more encompassing of individual agency and are more pluralist in the way that 
recognises different human values (Nussbaum, 2011) in ways that go beyond needs. 
This issue is part of a broader debate in which capabilitarians push for a more 
sophisticated set of assumptions about individuals that goes beyond just income levels 
and household expenditure as a basis for measuring wellbeing and equality. They 
consider that the multidisciplinarity of the capabilities approach can offer much richer and 
deeper information with which pathways to wellbeing can be determined.  While, on the 
one hand, critics of the approach consider that it does not lend itself to commodification 
and measurement, capabilitarians do not consider commodities as an end in themselves, 
but as a means to achieve what the individual has reason to value. What will be valuable 
to one individual, may not be valuable to another, and commodities will serve in different 
ways. In sum, the capabilities approach is criticised as being too informationally complex 
and demanding to act as a basis for observing and comparing need and equality of access 
to primary goods to meet needs and it is considered by some to risk downplaying income 
inequality and reducing the focus of achieving equality through redistribution of wealth.  
Qualitative research such as in the present study may provide some further insight to the 
nature of unmet need in a vulnerable population that can offer a further dimension in the 
theoretical considerations of how to understand and capture the vulnerabilities of people 
with a disability and MBIF as part of methodologies to achieve equality.   
Section summary 
The value of the capabilities approach to this study lies in the fact that it offers an 
interactive paradigm in which the individual’s attitudes, values and beliefs and the personal 
characteristics (entitlements and endowments), economic factors (access to resources , 
goods and services), social factors (the attitudes of institutions and of the community) and 
the broader structural factors of, for example, the labour market, the legal system and 
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government policy) all interact to shape the individual’s position in society (deprivation or 
wellbeing).  
3.2  Social inclusion 
In this section the key concepts of Oxoby’s social inclusion paradigm are detailed and 
some examples of the application of his ideas for inclusionary policies are described. 
Key concepts 
Oxoby’s descriptions of social exclusion and social inclusion apply the idea of capabilities 
put forward by Sen as possibly the best way of understanding the process of exclusion 
(Oxoby, 2009). Oxoby explains that Sen’s idea of how the individual applies individual 
cognitions and preferences to the utilisation of commodities is the key to understanding the 
extent to which the individual can convert resources into capabilities in order to achieve a 
level of wellbeing envisioned by the individual as his desired state of functioning (Oxoby, 
2009 p 1138-1139). Oxoby’s description of social exclusion and social inclusion includes 
the pivotal concept of social capital and the related Senian concept of collective 
capabilities. He expands on Sen’s notion that the individual, in taking responsibility for 
meeting one’s social obligations to others, contributes to collective capabilities.  
Individual agency and choice are located centrally in Oxoby’s paradigm of social inclusion 
and the Senian concept of adaptive preferences is recognised as critical to understanding 
entrenched disadvantage or marginalisation. Oxoby reflects that the individual’s cognitive 
and attitudinal disposition (beliefs and perceptions) towards their environment is important 
to understanding an individual’s level of attachment to that community. Thus if the 
individual  does not feel discriminated against by institutions and perceives it to be an 
inclusive economy, the individual has incentive to invest in that society (Oxoby, 2009 p. 
1138). Conversely, if an individual is experiencing social exclusion, he or she may not 
choose to participate in social structures and processes based on the goals he or she may 
have reason to value.  A choice not to participate may be based on perceptions of 
discrimination, a previous deleterious interaction with a political, social or economic 
institution, or the individual’s perceptions of society and the way they themselves construe 
inclusion (Oxoby, 2009 p 1137).  
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Oxoby examines the role of individual agency in achieving social inclusion and how the 
individual’s choice to contribute to social capital is a function of the individual’s cognitive or 
attitudinal disposition. Social capital is described in Oxoby’s work as what an individual 
contributes, paid and unpaid, in time and effort towards cooperation with others (Adapted 
by Oxoby from Dayton-Johnson, 2003). Social exclusion is described by Oxoby and others 
as the gradual process of exclusion experienced by persons experiencing poverty and by 
persons with a disability where that has led to entrenched disadvantage (Oxoby, 2009). It 
is experienced by the individual as “the overlapping of objective deprivation with their 
subjective dissatisfaction with life chances due to inadequate means and limited access or 
poor participation in several of the most important domains of human activity” (Avramov, 
2002, pp 26-7 cited in Oxoby, 2009 p 1136). 
Oxoby builds on Sen’s idea that preference by the individual experiencing deprivation is 
adapted to only those options offered by his or her existence, “[a]s people learn …to adjust 
to the existing horrors by sheer necessity of uneventful survival, the horrors look less 
terrible in the metric of utilities [and in this way] the most blatant of inequalities….survive in 
the world (Sen, 1984 p 309). Referred to as “a distorted subjective metric” ( Teschl and 
Comin, 2005 p 230), or as adaptive preferences in the language of capabilities, it serves to 
legitimise the unequal order (Sen, 1990). The problem of adaptive preferences is that even 
though it is recognised that a person’s choices may have been influenced by tradition and 
culture, by unequal access to rights and entitlements, or a life of disadvantage, welfare 
policies continue to reify client choice even when “people’s preferences cannot be 
adequately distinguished between what people really prefer and what they are made to 
prefer” (Teschl and Comin, 2005 p 236). 
According to Oxoby, economic policies that are not intentionally inclusive and which are 
based simply on individual choices may be misleading as a basis for resource allocation, 
unless allowance for adaptive preference is figured in. Enabling a shift away from choices 
that contribute to reinforcement of the unequal order begins with the individual’s 
recognition of their disadvantaged position and their awareness of rights, entitlements and 
possibilities (Teschl and Comin, 2005 p 236 ). It requires the pursuit of inclusive economic 
policies (Oxoby, 2009).  
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While inclusive economies were designed to include the marginalised and excluded, to 
redress poverty, and to benefit all sections of society, their implementation under neo-
liberal policies has been found not to be successful in including the excluded (Sen and 
Dreze (2011) referenced in Hirway, 2012). Empirical studies examined by Hirway have 
shown that the liberalisation of markets under neo-liberal policies have not brought added 
benefits to unskilled and informal workers, and that the added revenues to government of 
greater profits raised by some industries have not been spent on the under-privileged in 
ways that have changed the structural inequalities that have caused them to miss out on 
the benefits of growth in the first place. She found that neo-liberal policies created a risk 
society in which the so-called inclusive economies served to further exacerbate social and 
welfare protections.  
Related to the thesis posited by Hirway, Sheehy makes the point that to redress the social 
exclusion of vulnerable groups over-represented in the criminal justice system, requires a 
reform of the criminal justice system. She argues that if the criminal justice system 
continues to punish the poor, the Indigenous, and those experiencing mental illness and 
disability by criminalising what are effectively acts of survival, the criminal justice system 
will remain fundamentally at odds with aspirational policies of inclusion (Sheehy, 2004 ). 
Like Oxoby, Sheehy argues for socially inclusive policies that she believes will generate 
socially-inclusive practices. However, Sheehy, perhaps moreso than Oxoby, names the 
specific economic policies that exacerbate the conditions of the disadvantaged and 
criminalise their efforts at survival. Sheehy’s work thus adds another layer of structural 
considerations that need to be taken on board in pursuing what Oxoby puts forward as 
part of his notion of the inclusionary economy.  
Studies in social inclusion and social exclusion  
Scholars have noted the increasing imperative from government for the individual to take 
responsibility for personal wellbeing through the shift to an emphasis on person-centred 
approaches in social work and the personalisation of supports to vulnerable individuals. As 
noted in Section 2.2, some view this shift towards personal responsibility for wellbeing as 
situated in neo-liberalism. This shift is seen as the individual having to take responsibility, 
make decisions and exercise choice. (Simpson and Murr, 2014). The population with MBIF 
in prison is likely to be socially disadvantaged and will have experienced social exclusion 
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in adolescence and in adulthood attributable to their cognitive impairment (Holland et al., 
2002). Social exclusion experienced by prisoners is explained in the literature as being 
much more than a life of poverty and disadvantage and is described as a lived experience 
of multidimensional exclusion from a range of social, economic and political activities and 
processes (Murray, 2007).  
The sense of social exclusion for young men with cognitive impairments involved in the 
criminal justice system has been found through empirical studies to be built up over a 
lifetime, “[T]he cumulative effects of a set of experiences... could contribute to a sense of 
exclusion” (Emler and Reicher, 2005 pp 229-230). What may commence in young men 
who break the law “as a perception of exclusion becomes a self-fulfilling prophecy in 
adults” (Emler and Reicher, 2005 p 232), setting up a compounding relationship between 
cognitive impairment and offending engendered by social exclusion [which] has broad 
powerful effects on behaviour (Twenge et al, 2004 cited in Twenge and Baumeister, 2005).  
In the field of social work, definitions of social exclusion (Taket et al., 2009 pp 25-28) 
reflect social exclusion as a dynamic process of accumulating and compounding factors 
which render the individual unable, as a result of structural factors, to draw on and benefit 
from opportunities generally available to others in society. Definitions of social exclusion 
emphasise environmental factors by which the individual is shut out through “the 
continuous and gradual exclusion from full participation in the …resources produced, 
supplied and exploited in a society for making a living, organising a life and taking part in 
the development of a (hopefully better) future” (Steinert, 2007 p 5 in Taket et al., 2009 p 
26). 
Social exclusion is reflected as a multi-dimensional process, by which the individual 
experiences “a denial of resources, rights, goods and services and the inability to 
participate in normal relationships and activities, available to the majority of people in 
society” (Levitas et al. 2007 p 9 in Taket et al., 2009 p 26). One’s sense of exclusion drives 
marginalisation and a perception of us and others and distinguishes the deviant from the 
normal. These concepts of marginalisation, othering and stigma are recognised as key to 
understanding the exclusionary process in which difference is seen as deficit (Barter-
Godfrey and Taket, 2009). The individual’s dissatisfaction is with his or her life chances, 
determined by lack of opportunity to access goods and services. An individual’s life 
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chances, are positively or negatively impacted by the individual’s choice, for example, by 
the individual’s choice of involvement in crime (Lopes et al., 2012).  
The community practitioners’ role in re-entry contributes to the wellbeing of their individual 
clients and to the collective wellbeing of the community. The literature provides some 
insight to the role of the practitioner working with people experiencing the impact of social 
exclusion. Individuals experiencing social exclusion are found to experience pain and 
negative affect from threat to loss of a sense of belonging, self-esteem, control, and 
meaningful existence. Some may be experiencing the effects of this loss for a defined 
period of time during which time interventions may lift mood and demeanour and improve 
self-esteem and a sense of control. However, for those who have experienced social 
exclusion for prolonged periods of time, it is likely that they may be feeling resigned to their 
losses, in which case some interventions will have only temporary effects and social 
withdrawal, social anxiety or aggressive behaviour may need further clinical interventions 
(Eck et al., 2016).  
A review of strategies tested through studies by Eck and colleagues identified several 
approaches to facilitating recovery from feelings of loss of basic human needs. Their work 
highlights the importance of considering how affiliation opportunities can be encouraged 
with socially excluded individuals. The empirically tested coping strategies included 
strategies to re-affiliate the individual with past or new groups in order to rekindle desire for 
social contact. They included inviting and supporting the individual to draw on past positive 
experiences, or creating new experiences that the individuals found to be up-lifting which 
in turn bolstered their sense of belonging and fostered feelings of connectedness. These 
strategies also included talking about fun things and doing fun things. Studies also 
reinforced the restorative value of connectedness to nature showing that as social 
exclusion increases, so too does the desire for nature connectedness (Poon et al, 2015 in 
Eck et al., 2016 p 235). In line with the hypotheses put forward by Eck and colleagues, 
they found that the impact of exclusion was greater when the excluded individual clearly 
recognised the powerless position in which they were located and that individuals in a 
powerless positions behaved more aggressively following events that reinforced exclusion.   
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Section summary  
This understanding of the processes of social exclusion and inclusion and of the role of 
individual cognition and agency as factors impacting on those processes provides a 
context within which to understand the circumstances of young men with MBIF in re-entry 
and to theorise the role of community practitioner seeking to support the social inclusion of 
those young men. The following section on positive criminology provides an approach with 
which to identify and evaluate strategies designed to reintegrate and rehabilitate the 
excluded individual.  
3.3 Positive criminology  
In this section the key concepts of positive criminology are detailed and some examples 
are provided of ways that the key messages from positive criminology are reflected in 
contemporary reintegration practice.  
Key concepts 
At the core of positive criminology is the belief that the offender is an individual with his 
own cognitions and motivations that determine choice to live a personally valued life, and 
thus it focuses on assisting the individual to realize what she or he values. Ronel and 
colleagues (Ronel, 2015, Ronel and Elisha, 2011) argue that positive criminology is a 
holistic science of criminology encompassing the experiences of goodness and social 
acceptance that develop and transform the individual. It offers a framework for practice 
and for practitioners with which to engage with offenders.  
Broadly, criminological theories hypothesise explanations for the multiple and complex 
causes of offending, provide explications of societal responses to harm and loss caused 
by offending, and examine the relationships between crime, punishment, rehabilitation and 
desistance. Contemporary theories of desistance reflect a restorative justice approach. 
Positive criminology aims for the social inclusion of offenders based on the view that the 
reintegration of offenders is developed through opportunities for positive and constructive 
experiences that will enhance the offender’s ability to desist from crime and re-settle in the 
community. A restorative approach in a criminal justice system “relies on cooperative 
processes amongst citizens” to restore the quality of social relations and of social life” 
(Walgrave, 2016 p 432). This cooperative process invites the would-be desister to want to 
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take up a positive role in community and to want to make reparation for past harm to 
victims and more broadly.  
Positive criminology is constructed on the basis of evidence of what has been found to be 
positive and beneficial to the rehabilitation of offenders (Ronel and Elisha, 2011), having 
evolved in some way from the initial conceptualisation of therapeutic jurisprudence 
(Wexler, 1994, Wexler and Winick, 1992). What binds together the many approaches and 
models described and referenced in this section is the commonly shared view that positive 
experiences provided as part of offender rehabilitation and re-entry may potentially prevent 
or discourage continued criminal behaviour. Positive criminology is recognition of existing 
work that attempts to turn attention to what causes people to cease offending and to 
pursue a crime free life for a long period. This focus on the individual and what causes 
positive change in the individual has not always been the focus of other more traditional 
criminological theories and approaches in quite the same way (Maruna et al., 2004).  
By uniting therapeutic and restorative justice in criminology, Ronel and others hope to 
develop a definition of positive criminology and to create a common language amongst 
researchers and practitioners. Within this approach it is feasible to envisage pockets of 
positive practice developing alongside traditional mainstream reintegration approaches 
which are based on addressing the more negative risk aspects of offending in the 
individual.  
This paradigm shifts any view of the criminal justice system from one that controls and 
monitors to one that facilitates and supports the individual to achieve his or her own goals.  
The focus of positive criminology is the wellbeing of the individual and the human 
connections between the individual and a community in ways that enable integration of the 
individual who might otherwise have threatened the safety and security of that community 
(Schuilenberg et al., 2014). Positive criminology carries a strong ethical and moral 
dimension that is based on the principle of acceptance and delivered through therapeutic 
communities in which volunteers have positive effects on the individual being assisted 
because they are perceived to be authentically altruistic by that individual. Volunteers 
become positive role models who facilitate the ability for goodness within clients (Ronel, 
2015 p 45).  
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Programs and practice suggested by positive criminology offer a value laden approach 
that endeavours to transform the individual. The individual is invited to confront the 
question of what life he really wants to live. In this way it gives focus to the bigger moral 
questions beyond momentary needs and risks. (Ronel and Segev, 2015, Ronel and 
Segev, 2014). For practitioners, positive criminology invites them to take the offender on a 
journey of change that is individually driven and based on a sense of morality (Ronel et al., 
2013b pp 135-137). The individual’s self-centredness or egocentrism is considered to be 
“the common root of behavioural disorders” (Ronel et al., 2013b p 137) which drives the 
individual to focus and act on his own perceived needs, desires, emotions and cognitions, 
ignoring those of others (Ronel and Segev, 2014 p 1391).  
Thus programs associated with positive criminology may include those based, for 
example, on the Buddhist Vipassana requiring contemplation and self-reflection, in an 
overall challenging experience aimed at replacing self-centredness with other-centredness 
(Ronel et al., 2013b). For the practitioner working with offenders, the positive notions of 
integration and independence signal the mission or intent of the program, they form the 
basis of programs of intervention and support, and this in turn influences the ways in which 
the practitioner engages and works with the client. The negative notions of dependence, 
and powerlessness and the positive notions of independence and personal strength are 
applied with specific reference to the journey of the individual in recovery from substance 
addition. This journey is one which takes the individual from an inner state that is 
manifested by external dependency on substances and an internal sense of 
powerlessness, to a state of independence and personal strength (Ronel, 2015).  
Therapeutic interventions emphasise the importance of unconditional acceptance and 
caring during therapy and the introduction of spiritual values that might challenge the 
clients. In this sense, spirituality includes admitting powerlessness as the isolated, 
addicted self in the hope that the individual will over-come weakness, gain self-control and 
reduce the high level of self-centredness (Ronel et al., 2013a). In sum, the core concepts 
included in positive criminology are social inclusion, positive experiences (refraining from 
criminal conduct), expressing a moral-spiritual vision which does not represent any formal 
religion and drives the individual toward positive self-growth and social acceptance (Ronel 
et al., 2013b).  
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Programs considered to adhere to the principles of positive criminology operate on a 
number of positive vectors. The intent of these vectors within positive criminology is to 
offer a pragmatic scheme that may assist in evaluating the strength and relevance of 
different approaches. Three key vectors, as described by Ronel, are: 
 separation or exclusion versus unification or integration  
 dependency and powerlessness versus independence and personal strength, and  
 self-centredness versus other-centredness (Ronel, 2015 pp 51-52).  
These are some of the concepts that are reflected in the practice of positive criminology 
expounded through many different, contemporary models of support for rehabilitation and 
desistance in the field of re-entry and re-integration. 
Applications to practice 
Scholars have identified key barriers to re-entry and reintegration (Petersilia, 2004, 
Maruna et al., 2004) as failure to access resources and networks that can facilitate entry to 
employment and housing and participation in social activities that can bolster health and 
wellbeing. The literature on restorative processes acknowledges the central role of 
informal community networks, natural helpers and community guides “providing offenders 
with a legitimate identity and link to the conventional community based on commitment 
and opportunities as well as responsibilities and obligations” (Maruna and Immarigeon, 
2004 p 41). Many of the models and practices described as integral contributors to positive 
criminology recognise the centrality of the individual in making moral decisions and 
exercising choice, and taking up a responsible role in the community which does not bring 
harm to others.   
Thus for the practitioners then it is essential that programs and practice position the 
individual offender at the centre. Such is the case with a strengths-based approach to re-
entry such as the Good Lives Model (Willis and Ward, 2011) which draws on restorative 
justice practice (Walgrave, 2016, Maruna and Lebel, 2015). Restorative justice 
approaches are based on the principle that rehabilitation of offenders requires the building 
up of an offender’s internal and external resources to enable the offender to develop pro-
social values which are acceptable to the wider society and which are important for what 
the offender considers to be a good life in the community (Willis and Ward, 2011). Within 
this approach, the individual exercises agency and self-direction to identify and meet 
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needs important for a good life (Maruna and Immarigeon, 2004).  It can be thus described 
as a guided yet self-determined act by the individual (Maruna and Lebel, 2015). Empirical 
studies have strongly reinforced positive outcomes for offenders from programs based on 
the Good Lives Model (Ward and Maruna, 2007, Ward and Brown, 2004).  
Recent work with sex offenders operating through a Good Lives Model highlights that for 
practitioners, it is critical that they understand the theoretical foundations of the programs 
in which they are involved, have insight to their own attitudes towards offenders and how 
this may affect the therapeutic alliance between practitioner and client, and focus on 
strengths as well as risks (Chu and Ward, 2015).  
In a strengths-based approach the role of others is significant. Practitioners and 
community members involved in the lives of ex-prisoners as clinicians, supporters and 
volunteers model normative lives and create normative and ordinary relationships of 
mutual obligation and respect. Volunteers create real situations in the community through 
which ex-prisoners can build positive self-identity and slowly experience how de-labelling 
happens through relationships (Fox, 2015). Community practitioners mentor and monitor 
the individual ex-prisoner’s participation in community, and if enabled by their organisation 
to make decisions at the local level, they experience ownership of their practice. In this 
model they are able to work at the local level where their clients can see them acting as 
exemplars of communal engagement (Arrigo and Takahashi, 2006).    
In drawing on these existing practices, Ronel and Segev argue that positive criminology 
encompasses practice that can promote optimism and hope transferred to the individual 
through the actions of others. They envision that others (volunteers and community 
practitioners) can provide the individual with human closeness, can model other-
centredness, can foster the individual’s strengths and talents, can engender motivation for 
change in and by the individual, and can promote challenges where success serves to 
build a sense of self-efficacy in the individual. These are the ways through which positive 
criminology is practiced (Ronel and Segev, 2014).  
Limitations of the paradigm  
To date there are few conclusive empirical findings of the efficacy of strengths-based 
approaches to working with persons with a disability or with MBIF in re-entry and 
reintegration. However, interventions for sex offenders with intellectual limitations based 
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on a strengths-based approach such as the Good Way Model (Ayland and West, 2006), 
have contributed to a small but growing body of empirical evidence in this field  In many of 
the positive programs associated with a strengths-based approach and as part of 
restorative justice practices, such as the Circles of Support and Accountability program 
(CoSA) (Clarke et al., 2015). The CoSA programs presume that the core member 
(offender) of the community reintegration team “is capable of sharing the same moral 
space as others” (Fox, 2015 p 88). Sharing the same moral space requires the individual 
to have reasoning which enables pro-social understanding of empathy, care and good-
conduct, all considered to be pre-requisites for the individual’s decision to engage 
positively in community. The issue of the mature moral reasoning of the individual has not 
yet been fully considered in the development of these positive practices with offenders. 
The work of McDermott, Langdon and colleagues with offenders with mild intellectual 
impairment indicates delayed moral development (McDermott and Langdon, 2016 , 
Langdon et al., 2011). Their studies have found that delayed moral reasoning abilities 
affect the offenders’ level of empathy and contributes to distorted cognitions and social 
skills deficits (Langdon et al., 2011). In offenders with MBIF it was found that moral 
reasoning was at developmentally immature levels associated with egocentric bias where 
one’s own needs and interests take priority (McDermott and Langdon, 2016, Langdon et 
al., 2011). Assuming that moral reasoning relates to behaviour and to emotional and 
behavioural problems in people with intellectual disability, to achieve the level of de-
centering advocated by positive criminologists, offenders would need to be found to 
demonstrate mature moral reasoning which enables one to have an understanding of pro-
sociality.  
Section summary 
The development of positive programs and the growing evidence of the efficacy of those 
programs serve to inform policy makers for future directions and, importantly, may in future 
provide the blueprint for practitioners in the field. As part of this study, three key vectors of 
positive criminology are positioned within the capabilities frame to identify practitioner 
capabilities that contribute to the goal of reintegration. This is presented as part of Chapter 
8.  
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3.4  Conclusion 
As part of the conceptual framework for this study, the capabilities approach and positive 
criminology serve related but different purposes. They both contribute to the 
conceptualisation of the individual within the context of social inclusion and social 
exclusion. They each identify a range of concepts that describe individual intention and 
motivation. The capabilities approach applies the notions of individual agency and choice, 
individual and collective capabilities and valued functionings as a way of understanding the 
individual’s relationship and interaction with the broader social and economic structures. 
Positive criminology acknowledges the importance of individual agency and choice and 
focusses on the individual’s experience of rehabilitation and reintegration in community 
and concomitantly provides a framework for practitioners and community in creating 
positive opportunities and interventions that strengthen the individual and support the 
individual’s re-integration.  
Both are very individualistic paradigms which place the individual at the centre and 
suggest that the individual chooses to engage with others and with the collective and that 
the nature and success of that engagement is dependent upon personal, social and 
environmental factors. Both can be applied to gain a better understanding of the role of 
community practitioners in facilitating the social inclusion of young men. In this study the 
capabilities approach is applied at a theoretical level to conceptualise the role of the 
practitioner within the broader social and economic environment in which the individual 
must navigate community re-entry and reintegration. Positive criminology is applied at a 
more practical level to provide insights to community and clinical practice in the field of re-
entry.  
Relying on these perspectives of the processes of social inclusion provides for a 
multidimensional approach within the present study as a way of understanding how 
community practitioners and their clients interact with and are affected by the broader 
social systems and environments. The framework offers a set of understandings about 
social and economic policies and multi-faceted impacts of crime and poverty on the 
individual, contemporary thinking about community re-integration, and the place of 
community workers and workers’ voice in the workplace and in the community.  All of 
these perspectives will inform the present study. What the present study can bring to this 
framework is the potential to demonstrate the value of multi-disciplinary and 
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multidimensional frameworks to research on the processes of social exclusion and social 
inclusion, and the possibility of demonstrating how in-depth qualitative research can 
contribute to understandings of role of the practitioner within those processes.  
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 Chapter 4 Research paradigm and methodology 
4.0  Introduction 
This chapter describes the epistemology and research paradigm that guide the 
methodology for this qualitative study. It illustrates the relationship between the conceptual 
framework and the research paradigm through the ontological concepts which connect 
them. The research paradigm reflects the strongly constructivist and individualistic 
orientation of the study’s conceptual framework. Given the aim of the study is to theorise 
the role of the community practitioner working as part of re-entry and reintegration in 
community with young men with MBIF, a methodology which provides discipline for 
contextualising and theorising the subject was selected. For these reasons a methodology 
based on key elements of constructivist grounded theory (Charmaz, 2015, Charmaz, 
2006) was applied.  
As the community practitioners comprise the study’s unit of analysis, included in this 
chapter is biographical information about the practitioners participating in the study which 
was collected through interviews. It contributes to understanding the setting and context 
for the study. The methodology is detailed in relation to data collection, coding and 
analysis. The final section discusses the importance of researcher reflexivity to the study’s 
quality, validity and trustworthiness.   
4.1  Research paradigm  
The study is based on the view that disability is, in part, a socially constructed 
phenomenon. Within this paradigm, the study utilises a methodology which captures how 
community practitioners construct and give meaning to MBIF through their professional 
and personal interactions and encounters. The approach used is a constructivist one 
which considers that social reality is constructed by the individual’s beliefs, is based on 
individualistic understanding which forms from the individual’s experience and activities, 
and leads to meaning making in relation to social phenomena (Crotty, 1998).  It captures 
the socio-cultural aspects that affect an individual’s perception and cognition, thus shaping 
the individual’s perspectives of society (Hammersely, 2012). Within this constructivist 
context, the study engages with the data to offer an “interpretive explanation”. The 
explanatory goal is to reflect the world view and system of meaning attributed by an 
68 
 
individual or group to an activity which to them has purpose or intent. In this process the 
researcher attempts to capture the socially constructed meaning and values which an 
individual or group give to an activity “through their eyes” (Neuman, 2014  pp 83, 103). The 
individual’s world view and frame of reference are taken into account, recognising that 
people have significant volition and that they construct meanings and have freedom to 
make choices (Neuman, 2014).  
The methodology for this study is informed by Charmaz’s approach to grounded theory 
which was developed from Corbin and Strauss (Corbin and Strauss, 2015, Charmaz, 
2015, Corbin and Strauss, 2008, Charmaz, 2006). Grounded theory is a coding paradigm 
which offers a systematic analysis of data where data collection and analysis are 
integrated to show connections, and to allow comparisons to be made in order to 
progressively offer insights that help construct theory and inform social action (Neuman, 
2014 p 71). Charmaz has brought a constructivist turn to grounded theory, encouraging 
descriptive and contextualising approaches that support an interpretive stance. 
In her review paper, Boychuk Duchscher drew on the work of Charmaz, Glaser, Corbin 
and Strauss to identify the primary elements to theory building. She describes how  
grounded theory contributes to building theory by its emphasis on beginning with open-
ended, inductive inquiry; using simultaneous data collection and analysis; focussing on 
processes rather than on themes; using comparative methods; and developing concepts 
and categories inductively (Boychuk Duchscher and Morgan, 2004 p 608). “Coding starts 
the chain of theory development” when using grounded theory (Charmaz, 2000 p 515 in 
Boychuk Duchscher and Morgan, 2004 p 607). Several of these elements of grounded 
theory are adopted in the present study’s methodology and are outlined below.  
4.2  Procedures-study design, sampling and data collection 
Setting and context for the study  
The study was set in South-East Queensland, Australia where only a small number of non-
Government services were funded by the corrections agency to provide support to men 
who had been involved in the criminal justice system and who were attempting re-entry 
and reintegration in community following custody. Prisoner re-entry and offender re-
integration services comprised a small and defined group of services. At the time of the 
study, only one prisoner re-entry service provided intensive supported parole through a 12 
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week residential program. Men’s homelessness services were also known to have 
amongst their clientele many men who had had prior and current involvement in the 
criminal justice system. The homelessness sector comprises a comparatively much larger 
number of services and workers than does the re-entry sector. One particular men’s 
homelessness service in Brisbane was considered by clients and workers alike as the last 
resort for the chronically homeless and those for whom alternative accommodation 
arrangements had broken down due to behavioural problems.  A few faith-based groups 
provided prisoner support services on a voluntary basis in community. 
Using multiple qualitative methods  
The research methods included in-depth and semi-structured interviews with community 
practitioners; and unobtrusive researcher observations of practitioner-client sessions which 
were followed practitioner’ reflective recall (in which the practitioners were invited to reflect 
on the level and nature of the interaction between practitioner and client during the session 
and the practitioner’s explication of practice during that session). The observations of 
practice contributed to a case study of two practitioners in sessions with young men with 
and without MBIF. 
The combination of methods applied in this study have been shown to work well in similar 
research in Queensland with social work practitioners in the child protection sector 
(Osmond and O'Connor, 2006). The researchers used a multi-method research design 
which afforded participants the greatest possible latitude and opportunity to express what 
they knew. The methods employed (Osmond and O'Connor, 2006, Osmond and 
O'Connor, 2004) included in depth and unstructured interviewing, observation, think aloud 
and reflective recall by practitioners, and knowledge mapping. As part of the study by 
Osmond and O’Connor, each method was found to contribute to an expanding data set in 
relation to the research question.  
Host organisations 
All participating organisations agreed to be involved in the study. In hosting the study 
these organisations agreed to provide the researcher with access to practitioners and 
clients for the purposes of the study. Host organisations agreed to distribute information 
about the study to practitioners and facilitated the researcher‘s initial meeting with team or 
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program managers to discuss the study in July-August 2015. The study’s data gathering 
stage occurred from September, 2015 to June 2016 year.  
Information provided to host organisations about the study is provided at Appendix A. 
During the course of this period, two funded services were advised of changes to their 
funding agreements by the corrections agency, one service needing to close by March 
2016, thus requiring a reduction in client intake and practitioner numbers prior to that 
period. The other service was having to submit for new funding before June 2016 and was 
unlikely to be advised of the continuation of the service in a timely manner in order to 
confirm for practitioners that they would have continued employment after June 2016. The 
service was required to reduce intake of clients, and practitioners began to search for 
employment elsewhere. In the third funded service operating under the homelessness 
program, the organisation underwent an internal restructure which required the reduction 
of four practitioners operating as case managers to three, impacting on the practitioners 
who had commenced participation in this study. As a result of these changes, the number 
of possible researcher observations of client-practitioner sessions was necessarily 
reduced. All interviews were completed as planned.  
Sampling and recruitment 
A purposive sampling procedure was used. It was important to the study’s aim to use a 
sampling procedure that identified informants from different organisations and support 
programs. Community practitioners were identified from across the programs to increase 
the study’s capacity to engage with diverse perspectives. 
Two of the non-government services invited to participate in the study were selected on 
the basis that they were two key offender re-entry and reintegration services funded by the 
corrections agency in South-East Queensland; the third service was a men’s 
homelessness program which was likely to provide support for many men who had had 
some involvement with the criminal justice system; and the fourth service was a 
community-based group operating in the outer suburbs of Brisbane on a volunteer basis. 
The researcher met with managers of funded services to address study requirements and 
any questions which they may have had as gatekeepers. It has been shown by other 
researchers that engaging gatekeepers requires researchers to be sensitive to the view 
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that funded organisations have a responsibility to ensure that research is ethical and does 
not expose employees and clients to harm; and that research can expose practice to an 
unprecedented level of scrutiny (Westlake, 2016 p 65).  
At initial meetings with managers, the researcher committed to providing feedback upon 
completion of the study in the interest of knowledge sharing and that, if requested by the 
organisation, the researcher may provide workshops to practitioners to facilitate discussion 
on strategies for working effectively with young men with MBIF.  
Meetings held before the commencement of the research stage of the study comprised: 
 one meeting involving the senior manager overseeing the intensive supported 
parole program and the men’s homelessness hostel, the manager of the intensive 
supported parole program and the manager of the men’s homelessness program, 
 one meeting involving the senior manager of the offender reintegration support 
program, 
 one meeting with the coordinator of the community volunteer prisoner support 
program (who is also a volunteer staff member),  
 one meeting with a group of four staff from the intensive supported parole program,  
 one meeting with a group of five staff from the offender reintegration support 
program,  
 individual meetings with each of the three case management staff from the men’s 
homelessness program, and  
 individual meetings with each of two volunteer staff of the volunteer prisoner 
support program.  
The invitations to practitioners were made by team or program managers within the host 
organisations. Their role was to make potential participants aware of the study, that the 
organisation had agreed to host the study, and that the researcher would meet with 
practitioners to gauge their interest in participating in the study. It was made clear as part 
of this process that participation by practitioners was voluntary.  
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Team or program managers distributed information about the study to their team of 
practitioners and facilitated a meeting of the researcher with practitioners to answer any 
questions that would assist practitioners to decide on their participation in the study. In the 
case of the voluntary community-based group, in the absence of a management hierarchy, 
introductory meetings were held with each of the voluntary practitioners.  
Written information prepared by the researcher for practitioners included background 
information which described the purpose and methods used by the study. The managers 
requested information for practitioners that provided some background on MBIF. 
Accordingly, a brief summary (one and a half pages) of what the literature describes as 
MBIF was prepared by the researcher and provided as part of the information to 
practitioners about the study.  
The study sought 10-12 practitioners who: 
 were working with young men (18-30 years) with past or present involvement in the 
adult criminal justice system and living in the community 
 had worked with this group of young men for at least 12 months 
 felt that they would be able to identify a client with MBIF  
 were working in the capacity of case manager, clinician or support worker, and  
 preferably had qualifications in social work or other social or behavioural sciences 
or education (including at certificate, diploma or degree levels).   
Consent forms were required from practitioners stipulating that they: 
 understood what the study was about  
 agreed to participate in two interviews which would be recorded  
 agreed to participate in at least one researcher-observed session with a client which 
would not be recorded 
 understood that the information provided by the practitioners would be handled 
confidentially and stored securely and de-identified for the purposes of reporting 
data and findings; and  
 could withdraw from the study at any time at which point information provided by 
him/her would be destroyed. 
Information and consent forms for practitioners are provided at Appendix B.  
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The Interview Guide is provided at Appendix C.  
Practitioner characteristics 
Community practitioners who participated in the present study all had several to many 
years’ experience working with vulnerable populations and most had some qualifications in 
areas related to working with vulnerable populations, although four of the 13 practitioners 
did not have qualifications. Most had worked with the non-government community services 
and private sectors. As can be seen, most of these practitioners had some reasonable 
level of studies in community services working with vulnerable population groups. 
Practitioners from across the four programs worked with a combined client population of 
approximately 450 men. The participants operated in very different working environments 
as indicated by the variation in caseloads (as indicated by the practitioners).The following 
table provides a summary of participant characteristics.  This data was collected from the 
interviews with practitioners as they spoke about their backgrounds. 
Table 4:1 Educational and employment backgrounds of research participants  
Practiti
oner 
Educational 
background 
Employment background 
Male Cert*-Addiction 
Studies 
Cert IV-Mental Health 
Cert IV-Alcohol and 
Drugs 
Cert IV-OH&S* 
Diploma-OH&S* 
Carpenter/builder 
Volunteer, support worker, manager in treatment 
centres (16 years) 
Worker, mental health hospital 
Worker, community re-entry program (2.5 years) 
Male Incomplete tertiary 
studies (2 years) 
Carpenter 
Worker, Prison for the criminally insane 
Worker/supervisor, anaesthetics and urology sections 
in hospital 
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Worker, aged care  
Worker, homeless shelter 
Worker, community re-entry program 
Male In-house correctional 
officer training 
Retail worker/manager 
Security officer/manager, stores, nightclubs 
Prison officer, remand centre and prison (6 years) 
Officer, prison employment programs 
Worker, community re-entry program (17 months) 
Male Degree, Psychology  IT worker 
Volunteer worker, drug counselling  
Case worker, intervention service (9 months) 
Manager, drug diversion (1.5 years) 
Manager, homeless outreach, resident support (5 
months) 
Worker, community re-entry program (5.5 years)  
Male Degree, Human 
Services/Sociology  
Construction, retail and hospitality 
Worker, homeless shelter (4 years) 
Worker, Prisoner support and transition (in prison)  
Worker, community re-entry program 
Female Cert III-Community 
Services 
Admin officer, government department (9 years) 
Business owner, computer support 
Admin assistant, Centrelink (social security/welfare 
agency) 
Admin assistant, prisoner employment support and 
transition (in prison and in community) 
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Worker, community re-entry program 
Female Cert IV-Youth Work 
Diploma, Community 
Services 
Degree, Social 
Science (incomplete) 
Consultant, job services for disadvantaged groups 
Worker, youth detention 
Worker, prisoner employment support and transition 
(in prison and in community) 
Worker, community re-entry program 
Female Diploma, Mental 
Health 
Diploma, Drug and 
Alcohol 
Worker, Child Safety (2.5 years) 
Admin assistant, community service organisation  
Intake officer, community service organisation (4 
years) 
Worker, community service organisation 
Worker, community re-entry program 
Male Nil Labourer 
Worker, fines and regulation, local government  
Worker, street homeless, local government           10  
Worker, homeless program 
Female Diploma, Community 
Services and Youth 
Work 
Volunteer worker, alcohol and drugs, family support 
(18 months) 
Worker, alcohol and drugs, family support 
Worker, homeless program (6 years) 
Male Degrees in Education 
and Commerce  
Teacher and school administrator (38 Years) 
Retired 
Voluntary financial accountant, voluntary community 
group 
Voluntary worker, community re-entry program  
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Female Nil Retail worker,  
Worker, aged care 
Retired 
Voluntary admin assistant, voluntary community 
group 
Voluntary worker, community re-entry program (10 
years) 
Male Degrees in Education Teacher/school principal  
Army 
Principal, children’s residential  
Retired  
Voluntary Chairman, voluntary community group 
Voluntary worker, community re-entry program  
*Certificate level 
*OH&S-Occupational Health and Safety 
Practitioners were categorised into four groups in terms of each group’s relationship to the 
criminal justice system. The groups are described below in Table 4:2. This table assists to 
highlight some of the factors in each group’s operating environment which affect 
practitioner capabilities. The factors affecting practitioners capabilities include, for 
example, whether the practitioner’s program offers an accommodation facility and whether 
they are funded specifically to provide re-entry and reintegration services. The greatest 
level of involvement in the criminal justice system lies with Groups 1 and 2 which are 
funded by the corrections agency. The affiliation of a practitioner to each of these groups 
colours his or her practice approach and may account for variances in practitioner practice. 
Caseloads as reported by the practitioners are provided below in Table 4:3. 
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Table 4:2 Practitioner groups and their relationship to the criminal justice system 
Direct  Associate Indirect External  
Group 1 (Intensive 
supported parole 
program) 
Group 2 (Offender 
reintegration and 
support program) 
Group 4 
(Community 
volunteer prison 
support program) 
Group 3 
(Homelessness 
men’s hostel 
program) 
Funded by the 
corrections agency  
Funded by the 
corrections agency 
Operating as a 
volunteer group 
without government 
funding 
Funded by 
government as part 
of the 
homelessness 
program 
Receive direct 
referrals through the 
Parole 
Board/corrections 
agency and 
participation may 
mandated for 
parolees 
Referral of parolees 
to this service may 
be recommended by 
the Parole 
Board/corrections 
agency but 
generally is not 
mandated 
Approved by the 
corrections agency 
to enter and provide 
services in 
designated prisons 
Residence at this 
hostel by parolees 
may be noted by the 
Parole 
Board/corrections 
agency and many 
residents are known 
by staff to have 
been involved in the 
criminal justice 
system 
Practitioners identify 
as part of program 
considered to be an 
adjunct to the work 
of the criminal 
justice system but 
not as officers of the 
Corrective Services 
agency.  
Practitioners do not 
identify as part of 
the criminal justice 
system although 
they are funded and 
approved by the 
Corrective Services 
agency to enter 
prisons. 
Practitioners do not 
identify as part of 
the criminal justice 
system although 
they are approved 
entry to prisons by 
the Corrective 
Services agency. 
 
 
Practitioners are not 
funded by the 
Corrective Services 
agency but work 
with a high 
proportion of clients 
who are or have 
been involved in the 
criminal justice 
system. 
Includes a 
temporary 
Does not include an 
accommodation 
Does not include an 
accommodation 
Includes a 
temporary 
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accommodation 
component (up to 
12 weeks) 
component-clients 
live in community 
accommodations 
component-clients 
live in community 
accommodations 
accommodation 
component up to 12 
months in some 
case  
 
Table 4:3 Program type by practitioners’ reported client caseload at the time of the 
study 
Program type Number of 
practitioners 
Practitioner 
caseloads  
Total clients 
Intensive 
supported parole 
program 
4 10-15 40-60 
Homelessness 
men’s hostel 
program 
2 25 50 
Offender 
reintegration 
support program 
4 70-130 280-340 
Community 
volunteer  prisoner 
support program 
3 7-10 21-30 
Total 13  391-480 
Interviews 
Once community practitioners were identified and consented to participation in the study, 
they participated in: 
 a first in-depth interview, followed by  
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 a second interview which was semi-structured.  
The interviews followed an interview guide approach based on that described by Patton 
(Patton, 1990) which specifies topics and issues in advance but enables the researcher to 
decide the sequence and wording of the questions in the course of the interview. With this 
approach, interviews remained fairly conversational and situational.  
The flexible format for interviews allowed the researcher to be responsive to participants’ 
different backgrounds and contexts and to capture the participants’ subjective views and 
experiences. Understanding the practitioner perspective is critical to an in-depth 
examination of a topic or experience. The researcher is there “to listen to those with insight 
…and observe with sensitivity” and the result of this is “a constructed reality”  (Charmaz, 
2006 pp 25-28).  
In the present study the first interview with 13 practitioners gathered information about the 
practitioners’ professional and personal pathways into their current role, about their own 
professional identity, about the employing organisation’s goals in relation to the general 
population of clients, leading to a discussion about their work specifically with clients with 
MBIF. Practitioners were prompted to describe their practice with this group of young men 
and other client groups, to describe the nature of their professional role and what they 
believed to be the impact of their engagement with clients generally and with clients with 
MBIF specifically.  
The second interview with the same 13 practitioners began by showing practitioners some 
of the data as key points which had emerged from the first round of interviews and inviting 
them to comment on those key points. The second interview also invited practitioners to 
suggest what they believed may be good approaches and supports for young men with 
MBIF attempting community reintegration. On average the length of time between the first 
and the second interviews for each practitioner was four to six weeks. Most of the 
interviews with community practitioners were conducted in the practitioner’s office 
workplaces and the length of the interviews was between 40 to 60 minutes per interview.  
The interviews were digitally recorded and transcribed and checked by interviewees prior 
to entering them onto NVivo 11, a qualitative data analysis tool that facilitated coding.  
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Observations 
Seven direct observations were completed to address problems in using only self-reported 
accounts in interviews. Paired observations used often to examine professional practice 
and communication with clients in health and rehabilitation settings provided a guide for 
this study (Hjalmarson et al., 2013, Sinclair et al., 2009). In grounded theory approaches, 
observations are important because this is where the researcher may discern any 
differences between philosophy of practice and actual practice, or where the researcher 
may discern subtleties of practice which the study participants have not always been able 
to articulate in the interview (Corbin and Strauss, 2015 pp40-41). 
It was intended that the observations of the client-practitioner sessions would occur 
wherever in the workplace or in the community the practitioners were meeting with the 
client. The observations were designed to provide data that would allow further 
examination of the practitioners’ own understanding of MBIF amongst clients, and further 
examination of the ways that practitioners perceived their practice with clients with MBIF 
compared to clients without MBIF. The intended relationship between the data from the 
interviews and the data from the observations and practitioners’ think-aloud and reflective 
recall following observations is thus important. The intention was to capture the 
practitioner’s level of engagement with the client and the client’s level of engagement with 
the practitioner and undertake some comparative analysis of the data emerging from those 
observations. Descriptions and impressionistic notes prepared by the researcher 
contributed to the researcher’s understanding of the role and capabilities of community 
practitioners. The information in relation to the researcher observations of practitioner-
client sessions was drawn from the researcher’s Impressionistic Notes 7 December 2015, 
1 February 2016, and 29 June 2016.   
Community practitioners were requested to identify one client (young man 18-30 years) 
whom they considered to have MBIF and one client (young man 18-30 years) whom they 
considered not to have MBIF and to invite them to participate in the study by agreeing to 
allow the researcher to sit in and observe one of the client-practitioner sessions. 
Researching criminal populations has often shown that  engaging with offenders in 
research studies and to gain their signatures for consent has been difficult, because for 
this group, asking for a signature may sit uncomfortably alongside promises of anonymity 
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and confidentiality (Coomber, 2002). Therefore, on the assumption that the practitioners 
had developed a working, dyadic relationship with their clients, the practitioner invited the 
client to sign the consent form which had been prepared by the researcher.  
It was anticipated that up to fifteen young men would participate in the observation 
sessions. The information for young men about the study was prepared by the researcher 
and provided to selected clients by the practitioners. The information was explained to the 
young men by the practitioners and consent forms were explained to and signed by the 
young men who agreed to participate.  
Practitioners were able to arrange for only seven of the anticipated 15 researcher 
observations of practitioner-client sessions due to the funding changes and cessation of 
services referred to earlier. There may have been some hesitation on the part of a few 
practitioners to participate in the observation sessions. However, if this were the case it 
was thusly disclosed. The seven young men who participated in the observation sessions 
ranged in age from 20 to 34 years (average age 25.4 years). Four of these young men 
were considered by the practitioner to have MBIF.  
Information and consent forms for clients are provided at Appendix D.  
Young men who agreed to participate in the study were offered $50 (AUS) grocery retailer 
gift cards in acknowledgement of their participation in the observation session.  The gift 
cards were provided to the participating young man after completion of the observation 
session. The intention to provide a voucher as a gesture of appreciation was not 
mentioned in the information to the young men prior to their providing consent to 
participate. Practitioners with whom the researcher first met at the host organisations 
asked that the offer of a voucher be avoided up front to avoid opportunistic participation by 
vulnerable clients. Practitioners suggested that the gift card be provided after the client’s 
participation in the observation session in acknowledgement of time spent. It has been 
found that a form of financial reward goes some way in equalising the power imbalance 
between researcher and participants particularly when working with marginalised young 
men (Russell, 2013, Dupont, 2008), and particularly if it is provided in a form for 
participants to decide how it should be spent rather than in the form of vouchers for 
essential items only (Descartes et al., 2011, Liamputtong, 2007). 
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An assumption critical to this research design was that community practitioners would be 
able to draw on experience, professional training and intuition to identify persons with 
MBIF. This was based on the available literature in related fields which suggested the 
unlikelihood of persons with MBIF to have any formal diagnosis of MBIF, and the 
unlikelihood of young men with MBIF to self-disclose intellectual impairment or learning 
difficulties. Even if diagnostic testing were to have been undertaken of young men with 
MBIF while they were in prison, clinical research has found this to be unreliable because 
testing for this level of disability is often variable (Wheeler, 2009) and there is significant 
overshadowing of intellectual impairment with other symptomology (O'Hara et al., 2010). 
These issues of screening and diagnosis were discussed earlier in Chapter 2.  
The participating practitioners were not requested to undertake assessments of clients and 
the study relied on the subjective assessment by practitioners. In some cases client files 
provided to service providers by prison authorities included flags indicating cognitive 
impairment.   
Following researcher-observed sessions of practitioners with clients, practitioners were 
asked to provide their reflections on what occurred in the observed session. The 
researcher verbally shared with the practitioner her own observational and impressionistic 
notes as a prompt for practitioner reaction and reflection.   
The template for researcher observations is provided at Appendix E. 
4.3  Analytical strategy- coding and analysis procedures 
Using a grounded theory framework does not require that the coding system be applied in 
its entirety and many researchers have chosen to apply selective elements of the theory 
(Charmaz, 2014, Seidel and Urquhart, 2013). However, it is an important element of 
grounded theory that coding and analysis occur together as part of an iterative process 
and using memo writing as the data was being coded and analysed (Charmaz, 2006).  
This study undertook a simultaneous process of initial data collection and analysis. The 
data collection, analysis and coding paradigm as proposed by Corbin and Strauss (Corbin 
and Strauss, 2015, Corbin and Strauss, 2008) was used to guide the collection and 
analysis of initial data. The coding techniques of Corbin and Strauss offer an approach for 
the systematic collection and analysis of data but also encourage flexibility of approach. 
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The initial coding served to inform, modify or re-direct further tranches of data collection in 
the second interview. This study commenced initial or open coding and analysis after 
completing the first interview. This quick, initial coding enabled the researcher to progress 
to the next step which was to apply axial or cross-cutting codes. Axial or cross-cutting 
coding sorted and pulled together the initial codes into categories which, in turn, informed 
concepts. The concepts were expanded upon and relationships amongst the concepts 
were identified through memo writing. Memos which are a way to explore the connections 
between the categories through discursive writing assisted the researcher to clarify how 
the concepts related to each other and helped to examine the dimensions and properties 
of the concepts. This contributed to developing concepts that assumed greater definition 
and specificity. The process of initial coding and axial or cross-cutting coding are 
exemplified below in Table 4:4 and Table 4:5 and how this lead to categorisation and 
conceptualisation of the data is exemplified in Table 4:6 below. 
The identification of codes, categories and concepts were recorded through the use of the 
nodes and sub-nodes as part of NVivo 11 and progressed conceptually through 
continuous drafting and writing. Two examples of the process are provided in the tables 
below; one in relation to data about working as a community practitioner in re-entry, and 
the other in relation to data about clients with MBIF. By using the action-oriented gerund 
form of the verb for coding, the researcher identifies actions (Charmaz, 2006 p 48). This is 
particularly useful when coding how practitioners described their role and actual work. The 
following examples provide a description of how initial coding led to axial coding and then 
to conceptualisation of the data.  
Table 4:4 Examples of identified codes in relation to data about working as a 
community practitioner in re-entry as a category 
Initial coding of the data 
provided insight to what 
community practitioners 
reflected about their roles in 
re-entry included:  
Analysis of these initial 
codes led to axial codes 
which included: 
 
From analysis of axial 
codes emerged a high-
level concept of: 
 
lacking access to information 
about clients with 
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disability/MBIF resourcing of practitioners 
working in re-entry and 
reintegration is not based on 
practical knowledge of MBIF 
experiencing a sense of 
marginalisation amongst 
community practitioners 
working in re-entry 
 
 
 
 
 
marginalisation of 
community practitioners 
 
experiencing difficulties with 
“too high” caseloads when 
working with vulnerable clients 
missing out on support from 
community and other services 
for their client group 
feeling the de-limiting impacts 
of the organisation’s funding 
parameters and priorities and 
the way success in their jobs is 
measured  
 
Table 4:5 Examples of identified codes in relation to data about how community 
practitioners perceived their role as a category 
Initial coding of the data 
provided insight to what 
community practitioners 
described as their work with 
young men with MBIF 
included: 
Analysis of these initial 
codes lead to axial codes 
which included:  
 
From analysis of axial 
codes emerged a high-
level concept of: 
 
building motivation and hope  
meeting immediate needs of 
the young men  
facilitating access to other 
supports 
developing life skills so they 
 
keeping them from going 
back to prison or back 
onto the streets 
 
reconnecting client with family 
teaching basic skills 
modelling positive engagement  
challenged by client behaviour 
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making referrals to other 
services  
can go and do  
helping find accommodation  
helping meet obligations 
 
Table 4:6 Examples of identified codes in relation to data about clients with MBIF as 
a category 
Initial coding of the data 
provided insight to what 
community practitioners 
considered to be 
characteristics of young men 
with MBIF who had become 
involved in the criminal 
justice system.  
 
Analysis of these initial 
codes lead to axial codes 
which included:  
 
From analysis of axial 
codes emerged a high-
level concept of: 
 
seeing them make poor 
decisions and choices  
 
recognising their individual 
choice and agency  
 
composing a picture of how 
they are excluded at multiple 
levels of society 
 
acknowledging that their life 
chances and options are 
 
 
 
social exclusion of young 
men with MBIF involved 
in the criminal justice 
system. 
 
being unable to get them to 
access services which know 
how to work with them 
not knowing how they coped 
with learning difficulties and 
being poor and homeless 
empathising with their feelings 
of alienation in the community  
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describing stigma of disability  
shaped by community 
attitudes 
 
describing the stigma of being 
seen as a “crim” 
 
While this description of the process of coding and analysis may appear to reflect a clean 
and almost lineal process, it was not thus. There was considerable back and forth of 
coding and grouping of codes into categories as each tranche of data was being analysed. 
The process could be described as necessarily messy. The process relied upon the 
researcher’s efforts to draw out and develop concepts which had begun to emerge from 
the coding and categories. In this interpretivist process, the reflexivity of the researcher is 
central. The process of researcher reflexivity is described in a later section.  
Case study 
As an analytical strategy, a case study to examine data in relation to the work of two 
participating practitioners was undertaken. Of the seven completed observations only two 
practitioners were each observed with two clients and these were selected for the case 
study.  
For each practitioner, data was drawn from their two interviews (four interviews in total), 
and from two observations of client-practitioner sessions (four observations in total).  
The data from the practitioners’ self-reflections following observations together with data 
from the interviews and these data are combined using a case study approach (Yin, 2014). 
In using multiple qualitative methods, the distinctive data from the various sources can 
provide complex explanations of the practitioner engagement and practice (Morgan et al., 
2017). 
4.4  Contributions to the study of the researcher and the researched 
Research is not culture or context free. The researcher and the researched bring their 
lived experience in the study. Researcher reflexivity is a prime measure in qualitative 
research to secure the credibility and trustworthiness (Alvesson and Skoldberg, 2000) of 
the study. The credibility of the results is stronger when the researcher accounts for her 
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own values, beliefs, knowledge and biases. Researcher reflexivity is achieved when the 
researcher is introspective and aware of her biases, values and interests (Creswell, 2003 p 
182). 
Researcher reflexivity and ethical considerations 
I have not worked in the same sector or organisation as the study participants. I have 
worked in the government sector as part of programs related to education and youth, 
disability, and criminal justice; have worked in the funded non-government sector in 
various social programs related to vulnerable client groups; and have been a community 
member of a parole board in Queensland. This professional background provided me with 
a broad understanding of the managerial environment impacting on community 
practitioners participating in this study. Coming into the researcher’s role from this 
background, I hope to be able to span what the literature describes as the “insider” 
researcher and “outsider” researcher (Berger, 2015, D'Cruz et al., 2007). The advantage of 
my not being employed by government, non-government or academic organisations 
removed the possibility of the influence of researcher “positionality” or the effects of power 
in researcher-researched relationships (Stockdale, 2017).  
I have been vigilant to my own reactions to interview responses, and to unconscious 
editing during coding, analysis and reporting. It adds to the rigor and ethics of the study, to 
apply this level of reflexivity “to monitor the tension between involvement and detachment 
of the researcher and the researched” (Berger, 2015 p 221). I placed considerable 
emphasis on being able to accurately portray the experiences and views of the study 
participants, and respecting participant voice in the research findings, relying strongly on 
the study participants’ in vivo quotes as a recognised criterion for quality and validity of the 
qualitative research (Pillow, 2003 cited in Berger, 2015 p 230). 
Undertaking a study into aspects of the criminal justice system in Australia, it was likely 
that study participants, practitioners and/ or their clients, could be of Aboriginal and Torres 
Strait Islander backgrounds. This was a reasonable assumption given the over-
representation of the Indigenous population in the criminal justice system and the human 
resources policies of recent times which seek to develop workforce that reflects client 
diversity.  As a non-Aboriginal researcher conducting this study, the issue of researcher 
reflexivity in a cross-cultural context requires greater self-awareness of my own values and 
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beliefs and a willingness to challenge my own views based on cultural stereotypes through 
reflexivity (Nilson, 2017). At the commencement of the study I began a conversation with 
Aboriginal women who formed part of Nguin Warrup, an indigenous group which leads 
cultural awareness and development programs. I spoke to the group of the purpose of the 
study, sought advice on the cultural relevance of some of the concepts that formed part of 
the study’s conceptual framework, and listened to their experiences of working with young 
Aboriginal men involved in the criminal justice system. This engagement served to 
highlight for me the significance of researcher self-awareness and reflection in a cross-
cultural research context.  
Ethical approval for this study was provided through the Behavioural and Social Sciences 
Ethical Review Committee of the University of Queensland.  
A copy of the ethics approval letter for the study is provided at Appendix F.  
4.5  Summary 
This chapter on the research paradigm and methodology for the present study has 
outlined the orientation of the research and the methods applied to address the research 
questions.   
In the following chapters, the results of the study are discussed using the data collected 
through the in-depth qualitative multiple methods of 26 interviews, seven observations of 
client-practitioner sessions, followed by practitioner think aloud and the researcher’s field 
notes. The main informants are community practitioners, a collection of individuals from 
different backgrounds. The participant characteristics present as a significant precursor to 
the following findings chapters providing a meaningful context for what practitioners have 
voiced and contributed to understanding of the role of community practitioners working in 
re-entry and reintegration. The ensuing analysis considered how they operated as 
individual practitioners and as members of diverse service/support groups. It is through 
this compilation and analysis of diversity which adds to the potential of the data to inform 
the research questions and to add another perspective to existing research on practice in 
community re-entry and reintegration. The existing research thus far has been focussed on 
the practice of probation and parole staff and of clinicians working in specialised 
interventions. In the following chapters, the perspectives of the individual practitioners and 
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their motivations will be considered as factors in defining the community practitioners’ role 
and function.  
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Chapter 5 Findings-practitioner roles and agency  
5.0 Introduction 
Results presented in this chapter address the research question about how community 
practitioners understand the purpose and influence of their roles in re-entry and 
reintegration. The practitioner role is examined within the study’s conceptual framework 
which draws on the concepts of the capabilities approach and key Senian concepts of 
agency, conversion factors, capabilities and functionings, defined earlier in Chapter 3 on 
the conceptual framework. The language concepts of capabilities and functionings were 
applied by the researcher in a post hoc manner to understand what insights the application 
of the capabilities framework might offer.  
In line with the study’s aim, the data drawn from the stories recounted by community 
practitioners about the work they did to support their clients provides a view of how 
practitioners considered their own role and its impact. Practitioners described their 
relationships with other agencies as part of the broader community services and criminal 
justice systems and in doing so revealed the locus and significance of their roles within 
those broader systems.  
Practitioners articulated the expectations of funding agencies, of the organisations and 
programs with which they were affiliated, and of other organisations with which they may 
have been required to link their clients. From the data considered as part of this chapter it 
became apparent that community practitioners perceived their roles working in re-entry 
and reintegration to be marginalised and their sense of agency to be limited.  
5.1 Practitioner agency  
To better understand how community practitioners made choices and decisions and how 
they work in their roles in re-entry and reintegration, it is important to understand the frame 
of reference through which community practitioners relayed to the researcher their views 
and experiences. The community practitioners who participated came to this study from 
across funded re-entry services, a men’s homelessness program, and a voluntary prisoner 
support program. They did not bring a disability-informed set of capabilities to their roles. 
Most practitioners were not confident that they could identify persons with MBIF. However, 
in cases where practitioners had engaged on several occasions with the client, they were 
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able to form a picture of client needs. In some cases, the type of needs identified and the 
cross-section of those needs appeared to practitioners to indicate MBIF which, they 
believed, accounted for the difficulties these clients experienced with daily living tasks in 
the community.  
Seven of the thirteen practitioners had studied at either degree, diploma or certificate 
levels in areas related to social and community services. Two practitioners had degree 
qualifications in primary school education. Four practitioners had no qualifications. (Table 
4:1 refers). Practitioners stated that they had not received formal or workplace-based 
training in working with people with a disability or MBIF. As one practitioner stated, “They 
just throw you into the deep end. You learn just through word of mouth from colleague to 
colleague and asking, ‘Hey, what have you done?’  You just come up with a process and 
stick to it” (Group 3 Practitioner 9:2). Other practitioners spoke of organisational inductions 
which were general in nature and did not specifically address disability or MBIF, “We have 
our own in-house training, based on fairly secure psychological foundations, plus 
experiences working with offenders in prisons and in the drug area” (Group 4 Practitioner 
11:1).  
As a group, they seemed to be ordinary people who were working with a hard to engage 
and vulnerable client group with little to guide their practice in this regard. With such a 
variation in educational and work backgrounds, it was not surprising that each brought to 
the task of working with clients with MBIF their own ideas about how to identify and work 
with this client population. 
Community practitioners appeared to draw from a diverse range of concepts and theories 
of reintegration that, in turn, influenced the way they worked with clients. For example, 
practitioners who perceived that re-entry should be focussed on the priority of the client 
getting a job in order that it might provide some form of stability in the client’s life, engaged 
clients in educational skills development; practitioners who perceived that community 
reintegration began with finding stable accommodation, engaged the client in learning 
about tenancy obligations. Practitioners who perceived that networks of family and 
community support were of primary importance to reintegration, worked with clients to 
facilitate connections with family and community. Practitioners who perceived that clients 
needed to develop positive and empathetic attitudes towards others and the community 
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before they could begin to offer reparation for past harms, invested their time in 
strengthening client self-image by making themselves available to listen and to talk 
through issues raised by clients and to act as a connector between clients and others in 
community.  
As they described their practice and their role, practitioners referred to the goals of their 
organisations and drew on different sources of knowledge to give meaning to their work. It 
became clear that they were operating in a complex environment. This was reinforced by 
the language they drew on to describe their work. Practitioners applied both the language 
and concepts of currency within the criminal justice system as well as the language and 
concepts of the broader community services sector, not surprising given several of the 
practitioners had previously worked in the youth, alcohol and drug, and homelessness 
service sectors.  
The practitioners were aware of the organisational context within which they operated. 
They acknowledged government requirements which placed demands on the funded non-
government sector to deliver and report on services in accord with political priorities and in 
managerially efficient ways. They spoke clearly of the operational goals of their 
organisations. In their own words, practitioners’ understanding of their organisational goals 
were, “To reduce the return to prison rate and keep people in the community” (Group 2 
Practitioner 7:1); and “To keep people from going back into jail by providing support to 
prisoners as they leave the correctional institution” (Group 4 Practitioner 13:1). 
Practitioners in the funded services (Groups 1, 2 and 3) expressed concerns with meeting 
managerial requirements and commented on the impact of demands to meet necessary 
outputs in the form of caseload targets. However, practitioners also reflected positively on 
the broader social goals of their organisations in ways that demonstrated their alignment to 
the organisational commitment to individual and community wellbeing and safety, “The 
primary goal is to end homelessness. To find that sense of belonging and sense of having 
ownership of where they live” (Group 2 Practitioner 5:1); and “To keep people in the 
community, support people [who are] disadvantaged members of the community to 
overcome those disadvantages and stay in the community and get on with their life” 
(Group 2 Practitioner 7:1).  
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Practitioners, particularly those in the funded services (Groups 1, 2 and 3), described a 
working environment in which it was challenging to achieve organisational goals with a 
vulnerable client group, made all the more complex if they also were to be expected to be 
able to identify and work effectively with clients with MBIF. The practitioners’ ability to 
choose and pursue their valued functionings and capabilities can been seen here to be 
linked to agency and to capability of voice. Capability of voice is aligned conceptually to 
agency and choice and it “designates the extent to which people are allowed to express 
their wishes and concerns in collective decision-making processes and make them count, 
i.e. have some impact on the final outcome” (Bonvin et al., 2013 pp 383-384). It is not 
surprising that practitioners’ sense of agency seemed to wane in face of systemic and 
structural impositions given the smallness and marginality of this workforce group working 
in re-entry in the community. Without a strong workforce voice, the way that they played 
out their roles was subject to the vicissitudes of policy imperatives and organisational 
priorities.  
Practitioners believed that they had no control over the systemic and structural processes 
that left many of their clients, and particularly those with MBIF, living in poverty, unable to 
achieve accommodation stability and consequently unable to begin to participate 
meaningfully in community. The effectiveness of broader policy systems and structures 
which, for example, control income support and housing availability, remained, in their 
view, beyond the practitioners’ sphere of influence. These factors limited the capabilities of 
practitioners. Practitioners, particularly those in funded services, contemplated the push 
factor within the managerial environment of the service system which governed their 
working priorities, namely, a focus on individual casework, and, generally, they adhered to 
and were controlled by this. The figure (Figure 5:1) below reflects the focus of community 
practitioners on individual processes which related to what practitioners considered to be 
the daily transactional needs of clients for re-entry and reintegration in community. The 
systemic and managerial factors are reflected in the figure as the push factors which 
practitioners explained were the policy and funding arrangements which were beyond the 
purview of a community practitioner. Their roles, in the funded services, (particularly for 
Groups 1 and 2 which were funded by the corrective services agency) were not about 
advocating to bring about systemic changes.  
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Figure 5:1 Practitioner perceptions of own agency 
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5.2 Practitioner capabilities and functionings 
In this section, the key language concepts are applied to interpretation of the data about 
practitioner capabilities, conversion factors and functionings. 
Practitioner capabilities 
For some practitioners a commitment to a humanitarian vision had been an early 
motivation in their life to work in community and to work with the vulnerable, “And I like this 
work. I've always wanted to do this work. I felt a connection to the community in doing this 
sort of work” (Group 2 Practitioner 8:1); and “I started the role with the pre and post prison 
release program, which is what I really wanted to do” (Group 2 Practitioner 7:1). Some 
practitioners saw work in this area as a natural and positive progression from their own 
previous familial and community lives, “So it’s more of a family thing. My mum had been 
involved in the community for 50, 60 years. She’d do a lot of work with the ladies in the 
community and always working in the community” (Group 3 Practitioner 9:1); and “I got out 
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of a small country town, and a lot of my mates went to jail. I think if I stayed there, possibly 
I could have got caught up in the same, I don’t know, backwards thinking, the 
complications of boredom” (Group 1 Practitioner 3:1). 
Practitioners described how previous work opportunities led them to desired and current 
roles. Community practitioners valued the opportunities which had been afforded them to 
follow a pathway that led to working in this field. The discussion by most of the 
practitioners of trajectories into their present roles was positive and personally meaningful 
to them. In several cases, falling into the position was both opportunistic and based on 
tenets of faith. “It helps me to live out, I suppose, some of my philosophy based on my 
Christian beliefs of serving others. My concept of Christianity is based largely on 
forgiveness and grace” (Group 4 Practitioner 11:1); and “The basic Christian value system 
of care for other people is fundamental” (Group 4 Practitioner 13:1). This group of 
volunteer practitioners stated that they endeavoured to reflect in their practice the values 
of their religion but that the institution of religion with which they were affiliated was not 
imposed as a condition of support upon their clients.    
One practitioner described how his professional pathway had been by design to work in 
those areas where he could develop programs that improve outcomes for clients, “My 
motivation for working in community services is being able to help a program make 
advances and progress. No program is perfect, but if I can make a difference in terms of 
how we can improve things, then I’m pretty happy” (Group 1 Practitioner 4:1). Another 
practitioner told of pursuing work opportunities where he could keep developing his 
knowledge in community services, “So I wasn't necessarily looking [at this job] as a 
passion for working with people in custody. It was more an opportunity to further my skills 
within community services” (Group 2 Practitioner 5:1). Several practitioners stated that the 
present job was just what they had really wanted over several or many years in the 
workforce, “Then this job came up and I thought – this is me” (Group 1 Practitioner 1:1). 
These few examples reflect how practitioners’ personal goals and preferences combined 
with the opportunity to take up a desired work role to enhance their professional 
capabilities.  
There generally emerged in the language of the practitioners a common set of societal 
values shared by all practitioners across all groups. From this perspective, despite the 
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diversity of backgrounds and different professional experiences, they appeared to have 
much in common in the ways that they intuited the particular needs and life circumstances 
of vulnerable young men. Some important differences were reflected across the 
backgrounds of members of the four groups which emerged as part of the analysis. 
Generally, practitioners forming Group 1 (intensive supported parole program) indicated 
experience in facilities-based programs prior to entering the supported parole program; 
practitioners forming Group 2 (offender reintegration and support program) indicated 
experience that blended work in structured programs and in community based services 
before entering the offender reintegration program; practitioners forming Group 3 
(homelessness program) indicated experience in community-based programs before 
working in the homelessness program; and practitioners forming Group 4 (community 
volunteer program)  indicated mainly school teaching backgrounds before entering the 
voluntary prisoner support program.  
Practitioners described how they worked with individuals to support their inclusion in 
community. They described their motivations broadly as valuing the individual, “Most of 
their life, a lot of them have been told they’re not valued, but we all believe that they are 
valuable people” (Group 4 Practitioner 12:1); respecting the choice and agency of 
individual clients, “You can't tell them; you can only ask. I actually got him into drug 
treatment and so I said to him ‘Mate, you gotta make the phone call’. ‘Yup, I'm ready to 
go’. Made the phone call, did one session…and then, ‘Nah!’ (Group 3 Practitioner 9:2); 
nurturing change in individuals to want to stop offending,  
I think what we’re trying to achieve is to get people to try do something different.  
We’re trying, if we can, to get them to behave differently, to see that they need to be 
going down a different path. I know it means the offender has to actually sit down 
and say that I want to do something different. They need to see it before we can do 
anything for them. But once they see it, they need to be given the opportunity then 
(Group 2 Practitioner 6:1) 
The language used by community practitioners projected an individualistic approach to 
their work and reflected their desire to enhance capabilities in each client to do and to be 
what they wanted. Community volunteer practitioners (Group 4) were motivated by a 
strongly articulated sense of enabling ex-prisoners to pay back to community and retake 
up their places in community.  
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Community practitioners, generally, chose to focus on what they described as life skills for 
re-entry and reintegration and which they considered to be of instrumental value to the 
client’s wellbeing. Some practitioners focussed on the need firstly and foremost to 
engender in clients a positive view of themselves and to support the individual client to 
reflect upon and perhaps modify their attitudes and perceptions. One practitioner focussed 
on the need for learning and development programs, “Once they’re educated, they’re no 
different to anybody else” (Group 1 Practitioner 1:1). Most practitioners believed that 
where they could best make a difference was by focussing on individualistic processes 
with which they considered to be within their personal and professional spheres of 
influence.  
The data captured no singular paradigm to guide their approach and practice and from the 
data illustrated in this and the following chapter on the findings it is possible to see their 
work drawing from a range of paradigms. 
Conversion factors-from practitioner capabilities to functionings 
An individual’s ability to convert resources to functionings and capabilities depends on the 
interplay of various factors, including personal, social and environmental factors. The 
individual’s entitlements and endowments, together with their preferences (what they want 
to do) and other resources available to the individual, can serve to strengthen capabilities 
and as far as possible overcome barriers or constraints to achieving functionings.  
Highlighted here are several examples of negative and positive conversion factors 
curtailing practitioner capabilities and functionings. These included the operating culture of 
the employing organisation and what some practitioners considered to be inappropriate or 
inadequate practitioner resources and tools for their work. Several practitioners identified 
organisational cultures which stifled the practitioners’ ability to work well with their clients. 
For one practitioner it was the organisation’s culture of risk aversion, “I get a sense that the 
organisation as a whole is very risk averse and views working with the [ex-] prisoners as a 
large reputational risk” (Group 1 Practitioner 4:1). For this same practitioner, there were 
other factors which he had identified in previous organisations that acted as inhibiters to 
working in desired ways with clients. He described the working environment at a previous 
but similar workplace,  
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It was a challenging place to work… I would have liked to think that there was 
support from the other workers who were supposed to be working with me to run 
those programs. Management could have provided some sort of guidance to work 
through actual aims and how are we going to go about it. I had to do a lot of 
research and a lot of prep work (Group 1 Practitioner 4:1).  
Some practitioners did not feel supported in their work with vulnerable clients referring to 
lack of adequate provision of suitable tools and limited or no access to expertise support 
for practitioners. One practitioner spoke of being required to use individual planning tools 
which she did not feel were very useful but reflected that she did not feel she should be 
critical of the organisation in this way, “Well, we actually get told what we use here. It's not 
very effective at all” (Group 3 Practitioner 10:1). 
A few practitioners offered positive comments about the organisational cultures within 
which they operated, “I have to say I think the organisation is a very good one and I think 
they’re coming from the right place” (Group 2 Practitioner 6:1). 
Table 5:1 provides examples of positive and negative conversion factors in the work of the 
community practitioners which served to either enhanced or deprive practitioners of 
achieving valued functionings.   
Table 5:1 Examples of positive and negative conversion factors impacting on 
practitioner functionings and capabilities (a) 
 Conversion factors 
  
 
Resources  Negative factors  
 Organisational culture 
that limits and deprives 
capabilities  
 Inadequate resources 
and tools with which to 
do jobs 
Positive factors  
 Organisational culture 
that supports and 
enhances capabilities  
 Opportunities to do 
valued jobs 
Practitioner  
functionings 
and 
capabilities 
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Practitioner functionings 
The data showed that community practitioners’ specific roles were indirectly determined by 
what other agencies would or would not do for young men with MBIF and challenging 
behaviours. To some extent, the community practitioners saw themselves as picking up 
the slack for what other services refused or could not afford to do for these vulnerable ex-
prisoners. Practitioners recognised young men with MBIF needed an advocate to gain 
access to services and supports, “He needs someone to be able to advocate on his behalf 
for him. And I’m sure there’s a lot of people like that that don’t have the ability to be able to 
speak their voice so they need someone to advocate on their behalf” (Group 2 Practitioner 
6:1). However, advocacy for clients was a function that some practitioners embraced as a 
part of their roles and some felt unable to take on given their caseload targets. This is 
addressed further in later chapters.  
The findings reflect an ambivalence of views in relation to practitioners’ responsibilities to 
the correctional authorities and in relation to the mainstream community services sector. 
One practitioner stated that his role is different from workers within regulatory functions 
and that it was important to clarify this with clients, “They [clients] do perceive us as 
someone that is detached from Corrections and the Police and all these authoritative 
forces” (Group 4 Practitioner 13:2). Other practitioners demonstrated efforts to work in 
ways consistent with the wishes of the correctional officers, recognising that the 
relationship across parole officer, community practitioner and client may be complicated. 
Note the ambivalence reflected in the following comments by a practitioner who strives to 
meet institutional demands yet also wants to build and protect trust with clients, 
I get on really well with all of the parole officers.  
I’ll tell them [the client] that if the parole officer asks me, I have to tell them.  But 
they’ll still say – ‘If I tell you something, you won’t tell anybody will you?’  And I'll 
say, ‘No, I won’t tell anybody’ because I won’t, unless they ask me, which they 
won’t.  Even though I tell the clients that I have to tell parole if they ask me. Simple 
as that (Group 2 Practitioner 6:1). 
Several practitioners reported that they explained to their clients that there was a 
demarcation between the parole officers’ role and their own as community practitioners. 
They emphasised to clients that they were not regulators or enforcers and in this way they 
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clearly differentiated their roles from correctional staff. They explained to clients that unlike 
probation and parole officers, they were not there to manage compliance or to report and 
act on non-compliance, “I will say to my clients that it's not my role to actually inform parole 
of what they're doing” (Group 2 Practitioner 5:1); and “You build a relationship and trust 
with the client. It’s most important that when they come out [of prison], they can see that 
you’re really there to give them positive support” (Group 4 Practitioner 13:2).  
Some practitioners, while claiming their separation from correctional authorities, remained 
mindful that in their own role they were an integral part of the criminal justice system by 
virtue of their funding source and their specific role in re-entry. This issue was confounded. 
Through a number of researcher observations of practitioner-client sessions in the 
supported parole program (Group1), it appeared that the clients themselves regarded the 
relationship between the community practitioner and parole officer as a formal one. This 
understanding seemed to be reinforced not only through the language used by a 
practitioner during client sessions but also by the fact that practitioners led the client in a 
review of progress in line with the Relapse Prevention Plan (which is a plan developed by 
prisoners prior to release),   
The practitioner reminded the client that he only had a few more weeks until the end 
of his 12 weeks since release from prison and that if he had not progressed matters 
he may well find that Parole may ask him to stay at this facility for a further period 
before moving to the community (Group 1 Practitioner 1: Observation 1); and  
The practitioner began immediately by referring to the list of issues on file that were 
to be addressed by the client in relation to his parole requirements (Group 1 
Practitioner 1: Observation 2).  
In both of these cases the practitioner couched the discussion with the client in the context 
of parole requirements and in doing this, perhaps unintentionally, it served to reinforce to 
the client that there was an active and formal relationship between the community 
practitioner and the parole officer.  
For several community practitioners the relationship between themselves and parole 
officers was fluid and evolving. There were differences of opinion between parole officer 
and community practitioner with respect to the role of the community practitioner in re-
entry. In one case, it was reported by the community practitioner that the parole officer 
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envisaged that the practitioner should mediate client-family relations which was not 
considered by the practitioner to form part of her role, “One parole officer wanted me to go 
to a client's home with his family to be the mediator between them because he and his 
family were fighting. Sometimes parole officers think that you're able to go above and 
beyond” (Group 2 Practitioner 8:2).  
Many practitioners saw a role for themselves in connecting clients leaving prison to 
community, and, in the case of practitioners in the homelessness program, connecting 
clients experiencing chronic homelessness to community. Practitioners commented on the 
apparent disconnection between what young men with MBIF expected might happen upon 
release from prison and what they actually experienced upon re-entry, making this 
transition particularly precarious in terms of potential breach of parole.  
While most practitioners were aware of pre-release plans (Relapse Prevention Plans 
prepared by clients pre-release), they were sceptical of the extent to which these plans, 
without corresponding rehabilitation programs in prison, prepared vulnerable clients, 
particularly those with MBIF, for community reintegration, “To me, there’s no rehabilitation 
in prisons, not from what I’ve seen. I feel that they’re just kept away from the community 
and then thrown back into the community in a way I think just is asking them to fail” (Group 
2 Practitioner 5:2). Several practitioners appeared to be aware that offenders sentenced to 
a period of less than 12 months were generally not eligible for rehabilitation programs and 
the practitioners in Group 4 (community volunteer group) expressed concern that prisoners 
in the remand prisons did not appear eligible to participate in any educational or 
rehabilitation programs, “People on remand are very much in limbo” (Group 4 Practitioner 
13:2); and “Here in the remand situation, you've got a whole range of crimes, a whole 
range of age groups, and a whole range of lengths of term that they're there for” (Group 4 
Practitioner 11:2). 
Apart from the practitioners in Group 1 (intensive supported parole program), the other 
groups of practitioners were not resourced to provide structured educational and 
rehabilitation programs for ex-prisoners and they stated that they were unable to identify 
available programs in the community, particularly for young men with MBIF. The lack of 
access to appropriate intervention programs for this group of young men appeared limited.  
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While some practitioners appeared to be aware of post-release programs to which their 
clients had been referred upon release, the community practitioners were generally not 
required to relate to and, in most cases, did not relate to other clinicians and practitioners 
providing post-release programs involving their clients. In a few of the researcher observed 
practitioner-client sessions, practitioners were observed to refer to post-release programs 
but only by way of reminding clients of the necessity to participate in them but did not 
discuss the client’s experiences or learnings from those programs, “The case manager 
also told the client what was expected with regards to his responsibilities to parole and to 
the conditions of his parole such as the need to do a community rehab program and to 
attend drug counselling” (Group 1 Practitioner 3: Observation 1).  
The data shows that contact by community practitioners with clients to review progress 
occurred regularly in the supported parole program (Group 1) which included a 12 week 
accommodation component. This exercise, of course, was more difficult for practitioners 
whose clients were living across the community in their own accommodations, and for 
community practitioners with a dispersed clientele, as was the case for practitioners in 
Groups 2 and 4. Their ability to organise meetings in community where plans could be 
reviewed was less feasible and regular practitioner-client sessions did not occur for Group 
2 practitioners working in community. This was seen by the practitioners in Group 2 as an 
obvious consequence of carrying very high caseloads and having to divide their time 
between in-prison visits prior to release of the client and community-based meetings post-
release.  
The researcher observations of practitioner-client sessions found a lack of connection 
between the person with MBIF and his Relapse Prevention Plan, “It was clear that there 
had been very poor engagement by the client with his plan. The session threw doubt on 
whether the client even understood what was in his Plan and what he had to do around 
meeting parole conditions (Group 1 Practitioner 1: Observation 1). Community 
practitioners offered various views on the efficacy of Plans for community re-entry, “I find 
that realistically, as far as that support planning when they’re in custody, it’s very different 
to when they’re in the community” (Group 2 Practitioner 7:1); and “Most of them, a lot of 
these guys do fairly elaborate relapse prevention plans in prison because these 
documents are presented to the parole board. When they are here, we try to actually put it 
into their lives” (Group 1 Practitioner 1:1). 
103 
 
During one of the researcher observations of a practitioner-client session, it was noted that 
the client was reluctant to revisit the plan and its detailed strategies. The client advised the 
practitioner of what he considered to be the only important messages to be taken from the 
plan-“stay off the alcohol and get a job” (Group 1 Practitioner 1: Observation 1). 
Practitioner functionings were found by this study to be curtailed by what appeared to be a 
lack of clarity in their relationships within the criminal justice system; the lack of suitable 
programs for clients with MBIF under shorter sentences in prison and in the community; 
the lack of regular face to face meetings between community practitioners and clients who 
lived in various accommodations across the communities; and by what appeared to be the 
practitioners’ weak links within the broader community services sector. 
5.3 Being marginalised as workers 
The analysis of the data points to the practitioners’ perception that they were marginalised 
from the broader mainstream services sector. This view of their own role and span of 
influence limited their capabilities to act and their ability to realise functionings towards 
their stated personal and professional goals. This section deals specifically with 
practitioner agency and capability of voice within the context of their role. As noted in 
Section 3.1 of the conceptual framework chapter, several empirical studies have pointed to 
structural impediments to workers’ capability of voice (De Munck and Ferreras, 2013, 
Bonvin et al., 2013). Capability of voice relies upon the availability of both political and 
cognitive resources that would enable practitioners to advocate for their own and their 
clients’ interests.  
In a sense, the rejection by mainstream community services of the clients referred to them 
by these community practitioners, represented a perceived lack of credibility of the re-entry 
sector and its workers by the mainstream sector. It appeared to indicate that these 
practitioners lacked agency and capability of voice. Community practitioners reflected that 
they felt abandoned by the broader services sector in which particularly vulnerable clients 
were often not able to be included in mainstream services, “So, when they [the referred 
clients] get there, those organisations say, ‘Well we don't have funding for this group of 
people’ and they get forgotten about. It would be nice to know that there's an organisation 
that I can refer these guys to for special issues” (Group 1 Practitioner 3:2).  
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Community practitioners reflected on how their own marginalisation diminished their ability 
to effect interventions that might otherwise have contributed towards the reintegration of 
clients. Most practitioners described their roles in such ways that loosely positioned them 
as the informal connector or facilitator between the prison and community and between the 
ex-prisoner and the mainstream community services sector.  Overall, what emerged from 
the data is that the community practitioner working in re-entry was one of several 
(probation and parole officer, Centrelink worker, hostel workers) floating in the re-entry 
space without any formal, designed linkages across key roles. The exception to this was 
the case of the practitioners in Group 1 who were formally responsible for providing an 
intensive supported parole program which included accommodation was prescribed as a 
condition of parole.  
Many of the practitioners did not consider themselves to form part of the mainstream 
community services sector to which they referred clients for services and support.  
Generally, there was a lack of responsiveness from mainstream services to the clients 
referred by these community practitioners, “There’s multiple or different issues that the 
guys with learning difficulties have. It’s very hard to find another agency or someone else 
that is going to be able to take this on” (Group 1 Practitioner 3:1). In some cases 
community practitioners had begun to develop a communication network with other 
agencies. Some seemed particularly adept in this approach, particularly the practitioners in 
the homelessness program (Group 3) and the practitioners in Group 2 who worked with 
clients in more rural areas where agencies were described by those practitioners as 
generally willing to cooperate. Where inter-agency communication did occur it led to useful 
connections with other groups such as community housing and community recreation 
groups which practitioners believed could lead to better outcomes for their clients. 
However, generally, most community practitioners maintained a distinct line of separation 
from parole officers and the criminal justice system. In doing so, they appeared to be 
walking away from their potential to use their agential voice to call for a concerted and 
coordinated response to the complex needs of young men with MBIF in re-entry. The 
distance between the community practitioners and the criminal justice system varied from 
group to group and from practitioner to practitioner.  
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Practitioners were aware that many of their clients experienced multiple needs and 
required access to a range of services. However, most practitioners found the demands of 
developing a coordinated, multi-agency service response was beyond the capacity of their 
positions and roles, “We need better communication between our service and other 
services and greater ability to work together and in that arrangement where there are a 
number of services involved in supporting a person with, for example, mental illness and 
learning difficulties” (Group 1 Practitioner 4:2). Some practitioners also reported that their 
attempts to link vulnerable clients to employment services had not always been 
successful, “Many employment services are really not able to do enough for this group of 
people who are offenders being released from prison and particularly when those 
offenders experience drug and alcohol abuse. That's a particular barrier that limits the 
ability of the offender to reintegrate to community” (Group 1 Practitioner 1:2). 
Practitioners recognised that poor communication and information sharing between their 
own organisation and other service providers undermined the possibility of offering an 
effective personalised and holistic response to clients with complex needs. They noted too 
that lack of information sharing was also prevalent across much of the community services 
sector in relation to clients who had involvement with the criminal justice system. Some 
practitioners approached Disability Services within the Queensland Government on behalf 
of clients. Several community practitioners referred to cases for which they had not been 
able to access supports from Disability Services and to cases relegated to a waiting 
process during which no assessment was undertaken by Disability Services, “So for this 
guy with ABI, I have been trying since before he got released and I’m still fighting to try 
and find an ABI service that will take him on. Disability Services just told me that they’ve 
got no funding available” (Group 2 Practitioner 7:1). In reality, practitioners did not 
envisage that clients with MBIF would be able to access any funding or specific treatment 
programs that might address behavioural problems or improve general functioning. They 
held the view that disability support would only be made available to those with greater 
disability needs in the current funding environment, “It’s really pretty much you gotta be 
severely disabled to get disability support, don’t you?  But yeah I think he could’ve used 
that disability support” (Group 2 Practitioner 6:2). 
It appeared, based on the data, that practitioners were encountering a mainstream service 
system with many individual services focussed on their own eligibility criteria which 
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allowed entry only to the individual with a very high level of need in a specific area as 
opposed to the individual with lower level needs across a wide range of different domains. 
Additionally, practitioners reflected that some service providers may not have allowed 
entry to their services of people with particularly demanding needs and behaviours due to 
the high risk to staff and other clients and contingent high cost of delivering services to that 
individual, “Unfortunately, some services look at your client then say, ‘Well, that's too much 
work’ or, you know, they think that taking on that client could lead to problems from a 
risk assessment point of view” (Group 3 Practitioner 9:2). 
Some practitioners reported that inter-agency meetings designed to discuss co-ordinated 
client supports did not appear to be accustomed to dealing with persons with cognitive or 
intellectual impairments, “I haven't been attending for that long. But they haven't actually 
spoken about any cognitively impaired or ABI clients. And a lot of the clients they talk 
about it's more about specific mental health and drug and alcohol clients” (Group 2 
Practitioner 7:2). Practitioners in the homelessness program (Group 3) attended or 
organised inter-agency meetings for coordinated case management where possible. This 
was part of the requirements under the protocols of the funding arrangements of the 
homelessness program. This inter-agency outreach by Group 3 practitioners was in 
contrast with the approach used by practitioners in Group 1 (intensive supported parole 
program) or Group 4 (volunteer prisoner support program). The Group 3 homelessness 
practitioners more actively sought inter-agency support for their most vulnerable clients 
with complex needs, “All our clients here are complex, but when I get one that is extremely 
complex, I will definitely try and arrange a case conference between all the services 
involved as well as the client” (Group 3 Practitioner 10:2). 
Many practitioners reinforced the difficulties that they experienced in collating and sharing 
information about their clients from across agencies and services with whom clients may 
have had previous contact and involvement, “It must be so hard for them [clients] to keep 
having to tell their story over and over again. You need to put together as much 
information as possible. It needs to be captured by one person, then if the consensus is to 
share the information, we need to be able to do that” (Group 2 Practitioner 8:2).  
Generally, most community practitioners did not project the view that they could utilise 
their roles and influence to rally resources from other agencies for their clients and that this 
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was particularly so for young men with MBIF. This may have been a reflection on their 
level of self confidence in their roles or a reflection of the intractable position of other 
services feeling financial pressures. However, the analysis of the interview data appears to 
show hesitation in community practitioners seeing themselves as leading from the front as 
it were.  
During the interviews practitioners were invited to speak about their own role and to 
describe how they themselves specifically worked with a client with MBIF. The questions 
and prompts sought expressly to elicit information about individual practice. However, in 
responding practitioners fairly evenly mixed the use of the first person singular “I” and the 
first person plural “we” and “you” rather than “I” in responding. This could be seen as yet 
another indication of community practitioners’ weak sense of agency. On the other hand, 
the use of first person plural “we” by the practitioners also gave a sense of belonging to a 
work group, a team and a program. 
A detailed analysis of the language of “I” and “we” was based on a random selection of two 
practitioners per group. The total of two per group was determined on the basis that one 
group had only two practitioners involved in the study and thus the maximum equal 
representation per group required two per group for the sample. Overall, the use of the first 
person “I” is shown to be less frequently used on average (48%) than the less personal 
forms of “we” and “you” (52%), and this was despite the fact that questioning and prompts 
during the interviews sought to encourage discussion about each practitioner’s own 
personal approach to their practice.  
There were no remarkable differences amongst the groups. However, one practitioner was 
found to have used “I” at a much higher rate than other practitioners in the sample (Group 
2 Practitioner 7). This particular practitioner worked with offenders exiting a prison 
protection unit. The practitioner described her clients from that prison as predominantly 
sexual offenders, persons with cognitive impairments caused by traumatic brain injury, and 
other prisoners who were considered in need of protection given their vulnerabilities. She 
acknowledged the challenges that faced these ex-prisoners in re-entry and reintegration, 
and the demands placed on her to identify re-entry solutions and to negotiate support and 
services from other mainstream community services. Within this practitioner’s working 
environment, it is not unreasonable that she was singularly focussed on her role and 
strongly reflected this through the use of the first person “I”. Consequently, it would seem 
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that the more marginalised or challenging the re-entry process for the client, the lesser the 
ability or willingness of other services to respond to marginalised clients, and the greater 
the effort required by community practitioners working as part of the re-entry process.  
Practitioners in the community volunteer prison support group (Group 4) felt a sense of 
disempowerment in the context of the criminal justice system, perhaps moreso than did 
other practitioners working for the funded non-government sector, reinforced by the 
volunteers’ lack of communication with the criminal justice system. They spoke of posting 
letters into the system, but expecting no reply, “We try to be proactive where we can” 
(Group 4 Practitioner 11:1); and “We have written in the past to the court system…we get 
no replies, nothing” (Group 4 Practitioner 12:1); and “So, we're seen as such small 
potatoes that they don't really have to acknowledge us” (Group 4 Practitioner 11:2).  
Community practitioners recognised the insufficiency of their own agential voice. Some 
practitioners generally explained their own limitations by reference to their demanding 
caseload targets. Others referred to the complexity of client need in a service expected to 
reintegrate parolees, most with complex needs, within a short period of time.    
5.4 Working with marginalised identities 
In one area of the State serviced by Group 2, a practitioner reported that up to 50% of her 
clients were Aboriginal and other practitioners in the funded services reported having 
some Aboriginal clients as part of their caseload. The data captures some specific issues 
in relation to Aboriginal young men with MBIF. As with many of their other clients, 
practitioners working with Aboriginal clients received very limited information about these 
clients from the corrections agency to inform planning and support for community 
reintegration. The practitioners indicated that most Aboriginal young men were mainly 
referred through correctional agencies to Aboriginal services, “I don’t have a lot of 
Indigenous clients. There is another service that works particularly with Indigenous clients 
that does similar to what we do. And so, in general, the Indigenous clients try to get 
referred to them” (Group 2 Practitioner 7:1).  
Practitioners’ views on cross-cultural practice reflected ambivalent views about what the 
non-Aboriginal practitioner’s role should be in relation to indigenous organisations. They 
thought about whether they should always refer an Aboriginal client to an indigenous 
organisation and whether and to what extent they should remain involved in a case once 
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the referral had been made. It emerged from the study that non-Aboriginal practitioners 
harboured doubts about whether they had the ability to understand and respond 
appropriately to this group of young men, particularly in complex cases where culture and 
MBIF intersected.  
Community practitioners’ efforts to recognise and respect their clients’ cultural background, 
agency and choice often were seen to lead to options that practitioners themselves 
considered to be less than optimum. The following discussion offers some insight to the 
difficulties experienced by community practitioners working with young men whose 
identities were on the margins of more than one category including race, age and ability. In 
examining how practitioners engaged with Aboriginal young men, some of whom they 
considered to have MBIF, it was possible to see how the sometimes different cultural 
experiences and perspectives of these young men affected how practitioners chose to act.  
Overall, most practitioners did not volunteer information about working in cross-cultural 
contexts. However, the practitioners who did tell stories about their work with Aboriginal 
clients appeared tentative about their own and their services’ capabilities to support this 
population group. They tended to believe that they needed to refer Aboriginal clients to 
indigenous organisations and their own views about their role with Aboriginal clients 
remained ambivalent.  
A critical issue that emerged from practitioners’ reflections on their work with Aboriginal 
and Torres Strait Islander young men was the limited information provided to them by 
tertiary agencies which had likely had a history of involvement with these young men.  
They expressed particular concern that they as practitioners received little information 
through tertiary services even though many of their Aboriginal clients had been in care for 
many years and demonstrated special needs. Practitioners referred to several young 
Aboriginal men identified by practitioners as having MBIF, “There is a young one [ex-
prisoner] that is in the community and how he shows some level of disability. He is young.  
He’s 20, Indigenous and he’d been in care pretty much his whole life” (Group 2 Practitioner 
7:1). This same practitioner also worked with another young Aboriginal ex-prisoner who 
had been in care and for whom she sought out an indigenous service that she believed 
would be able to work with the client in a supportive environment, “And he’s also been a 
kid in care for years and the abuse he suffered is horrific. And he’s a sexual offender and 
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he’s only 19. And he’s also very young in his attitude and you could see that there’s some 
sort of cognitive impairment there because he does not understand that ‘Well, if I do this 
and I’ll go back to jail’ ” (Group 2 Practitioner 7:1). The practitioner recounted the story of 
another Aboriginal young man with dual diagnosis of mental illness and disability who had 
spent years in the child care system and who reported not to have accessed clinical 
services to address any of his needs,  
He’s 20, Indigenous and what he reports is that when he last saw a doctor, he was 
11. And when he saw the doctor, he said they diagnosed him with schizophrenia, 
borderline personality disorder, ADHD, autism. He’s 20 now and he reports to me 
he hasn’t seen a doctor since (Group 2 Practitioner 7:1). 
Practitioners questioned the adequacy of their knowledge and skills for working with 
Aboriginal young men. The practitioner who reported a high Aboriginal caseload stated 
that as a non-Aboriginal practitioner, she wished to ensure that she was following 
appropriate cultural expectations when working with these young men and to this end she 
had established ongoing engagement with the cultural liaison officer in the correctional 
facility,  
I've spoken to the Cultural Liaison Officer there in the prison.  He said that the guys 
[the ex-prisoners] are okay with how I work with them…they feel okay to discuss 
things with me. I don't push. I know I've got to have that respect for them [the ex-
prisoners], also, that I'm a woman in their society and that they have men's 
business (Group 2 Practitioner 8:2). 
This same practitioner noted that a high proportion of these clients upon release from 
prison returned to rural areas where family resided and where there were few other 
support services able to address the specific needs of the young man’s community 
reintegration, “I have tried to link in to a lot of indigenous services, and I find that to get the 
support from services out there [rural areas] or to even link my guys in to that support can 
be difficult” (Group 2 Practitioner 8:1). The practitioner observed that Aboriginal clients 
compared to other clients, unless required by parole, were unlikely to remain linked to a 
community service. She also observed that Aboriginal clients did not seek much in the way 
of support from her as a non-Aboriginal practitioner. Nonetheless the practitioner found 
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that some of the Aboriginal men engaged sufficiently well to confide in her honestly and 
openly about their circumstances,  
The Indigenous are probably the least likely to ask for stuff.  I don't know if it's 
because of my being a white female non-Indigenous and some may have issues 
with this.  But they like to talk. They will talk and be quite open with what they want 
and very honest, I find. Probably if they are going to re-offend, they're going to tell 
you and what they're going to do. I find that a lot (Group 2 Practitioner 8:1). 
Practitioners who often referred Aboriginal clients to indigenous services stated that there 
was generally a good response from those services. However, while one practitioner 
endeavoured to recognise and value the cultural backgrounds of clients through referral to 
indigenous organisations, in some cases it was clear that those organisations, as it later 
became apparent to him, did not address what he considered to be the most pressing of 
the clients’ needs for reintegration, especially in cases where a young man with MBIF 
required support to overcome cognitive limitations. The indigenous organisations were 
considered to offer very important connection to community and culture but did not appear 
to be equipped to address basic limitations that the young man was experiencing, “Things 
like art, indigenous boxing, gym, stuff with the men’s outreach programs. He knows how to 
do that. But when you sit down and talk to him about other things, about accommodation, 
he doesn’t really understand. Managing money, doesn’t really understand it” (Group 1 
Practitioner 3:1); and “I find that a lot of the guys that I work with that are Indigenous have 
issues around their literacy skills.  And this is where they need assistance” (Group 2 
Practitioner 8:2).   
Some Aboriginal young men did not wish to continue to follow up with an indigenous 
service or group to which they were referred. One Aboriginal young man who was linked to 
an urban Aboriginal men’s group, found that the experience had not been positive, “The 
client said he would not return to the group as the first couple of meetings he had not 
found valuable” (Group 1 Practitioner 1: Observation 1). The assumption by some 
practitioners that an indigenous service would be the most appropriate was in some cases 
symptomatic of an insider-outsider dynamic where a practitioner considered his or her own 
service as culturally inappropriate. 
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Significantly, practitioners’ views of their work with Aboriginal young men reflected that 
they believed their professional influence to have less impact with this group of young 
men.  
5.5 Supporting young men’s agency and choice 
While all practitioners, both in the funded and volunteer sectors, stated that they aimed to 
give primacy to client agency and choice, this was shown sometimes to lead to tension 
between practitioner and clients with MBIF.  Practitioners described client choice as a 
powerful determinant to either engage with the practitioner and community or to distance 
himself from services and community.  
There were cases cited by practitioners when a client with MBIF who was referred by 
community practitioners to supported accommodation services, refused the referral, even 
though the supported accommodation service was willing and able to accept the referral. 
The client’s choice to reject the practitioner’s recommendation occurred because the client 
wished to avoid taking up accommodations in a place which may label him as having a 
disability. Such were cases that created some tension between the practitioner and client 
where they disagreed with what was in the client’s best interest. One practitioner spoke of 
a case where he had identified a service which may have been able to provide his client 
with much needed clinical assessment and intervention. While the client had initially 
agreed to attend, once arriving and observing the facility and the residents he chose not to 
participate, 
I had a client who had learning difficulties.  When he got down there and he saw 
the nature of the facility, he shut down. It was a place with the best capacity to 
deal with his sort of needs that I believed could provide for him given that that he 
had learning difficulties and he also suffers from some mental health issues. I 
think when he saw the people there, he didn’t want to be there and then when 
he went in and saw the psychiatrist, he kind of shut down even more (Group 2 
Practitioner 5:2). 
Practitioners gave many other examples of clients with MBIF choosing not to follow up with 
referrals because of a concern by the client that it may label him as having a disability.  
Practitioners were generally unwilling to interfere with a client’s choice, even though they 
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considered these support services would have met the client’s needs. They expressed the 
view that it served no purpose to try to direct a young man to do what he chose not to do, 
He has Asperger's, he's only 18 and he's still experimenting with different drugs. All 
you can really do with someone who is complex, who continues to use the drugs is 
the basic stuff only.  Then it was pretty much waiting for him to come to me with an 
issue.  Those types of clients, you can't really go chasing them.  You’ve gotta wait 
for them to come to you (Group 3 Practitioner 10:2). 
A tension emerges between practitioners’ commitment to act in the best interests of clients 
and community and the practitioner’s desire to respect young men’s choice as if it were 
something concrete and always intransigent, “It’s up to them if they say yes or if they don’t 
want to say yes” (Group 2 Practitioner 8:1). Practitioners debated the difficult question of, 
on the one hand, accepting a client’s individual agency and choice over, on the other 
hand, denying client agency and choice in order to achieve what the practitioner believed 
would be best for client and community wellbeing (wellbeing is given here to mean what 
would reasonably be considered to be in the best interests and safety of the individual and 
the community). 
Practitioners acknowledged that many young men chose to disengage from them quickly 
once out in community. This was particularly the case with young men with MBIF,  
There hasn’t been as many opportunities to work with those with learning difficulties 
in this program, as unfortunately with guys being released from custody with those 
sort of problems [MBIF] just fall through the cracks before they even get to us.  So, 
they’ve lost faith in the systems (Group 2 Practitioner 5:2). 
In their frustration at their inability to engage some young men to take up the offers of 
programs and services, several practitioners suggested the need for mandated program 
participation, “The problem is to try to get the client to turn up. They don’t have to and 
that’s the problem. So unless they’re directed by parole and unless they want to, they don’t 
come to the classes” (Group 1 Practitioner 3:1); and “Programs need to be mandatory. At 
the moment, many of the programs that the offenders upon release are referred to are not 
considered mandatory” (Group 1 Practitioner 1:2). It may be interesting to recall that the 
professional background of many of the community practitioners in Groups 1 and 4 
indicated experience predominantly in facilities and structured programs. By contrast, 
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community practitioners from Groups 2 and 3, with backgrounds predominantly in 
community based services disagreed with forcing clients into mandated programs unless 
they were ready and felt motivated to participate and to change. These practitioners 
proffered that for some young men who believed previous programs had rendered them 
few gains, were unlikely to want to participate in yet more programs, “A lot of the guys that 
are heavy recidivists and who have a developmental disability or they have learning 
difficulties… they don’t see any benefits of being in any programs. They think ‘We’re not 
gonna learn from this’ ” (Group 2 Practitioner 5:2). 
Practitioners who rejected the notion of mandating client participation in services stated 
that mandating programs would be inconsistent with the concept of client choice. A belief 
held by several practitioners was that effective learning and personal change only comes 
with the willingness on the part of the learner to participate on a voluntary basis in services 
and supports, “I think the parole people telling them they have to go to counselling is also 
a total waste of time. If they want to go, if they want to change, they may choose to go to 
counselling” (Group 2 Practitioner 6:2).  
However, the issue of restricting an individual’s agency was fraught. One practitioner 
explained that nudging some clients in certain directions was necessary to avoid risk of 
harm to the client himself and to the community. To this practitioner, the imperative to keep 
client and community safe had to be balanced with the client’s choice to live 
independently. The following case demonstrates the difficulties inherent when attempting 
to balance client agency, guardianship powers for persons with limited decision-making 
capacity, with what the practitioner believed to be in the best interests of a client and 
community safety, 
There was a client with a dual diagnosis of intellectual impairment and mental 
illness. He had been allocated an adult guardian who had to be involved in making 
all decisions about where the person would live, who they would live with and to 
make all the decisions that were in the best interest of the client. But the adult 
guardian did not wish to see this offender take any risks. As practitioners in this 
program, we were suggesting an approach that might encourage him to be able to 
make some decisions on his own behalf. Despite three or four services being 
involved, as well as the adult guardian, the outcome was very poor. He was not 
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able to move towards any level of independent living and within a short time after 
release to community, he actually went back to prison (Group 1 Practitioner 4:2). 
This case highlights the difficulty of achieving the right balance between allowing the 
individual to find some level of independence and providing sufficient support or 
intervention to minimise risk of re-offending.   
From the capabilities approach comes the notion that inequality cannot be shifted without 
considering that an individual’s choice may be based on adaptive preferences which will 
skew an individual’s consideration of options and opportunities (Teschl and Comin, 2005). 
The formidable force of adaptive preferences can be seen, throughout the data, to 
undermine the best of re-entry plans and to limit practitioner intentions to nudge clients 
towards positive inclusion in community. Assisting clients to distinguish between what they 
have learned through lived experience to prefer and what they might really prefer, presents 
a challenge to practitioners in re-entry. For two reasons it seems. Practitioners infer that 
they would not wish to impugn the rationality and decision-making of their clients. 
Nurturing in clients the willingness to consider options which are outside of their perceived 
life choices is shown to be particularly challenging for practitioners working with young 
men with MBIF when practitioner-client engagement is time-limited or infrequent, as 
indeed it was for practitioners who spent relatively little time with each clients in the 
community.  
5.6 Conclusion 
Factors identified as holding practitioners back from exercising capabilities included lack of 
training and experience in working with people with a disability and MBIF and limited 
resourcing to allow for adequate time to work effectively with clients with MBIF in the 
community. Practitioners found it challenging to work with clients whose needs were 
complex and whose identities were at the margins of multiple categories of culture, ability 
and age. Significantly, it appeared that practitioners felt marginalised from other 
community services and from the criminal justice system and consequently lacked agentic 
voice with which to advocate changes to support the re-entry and reintegration of young 
men with MBIF. Generally, the practitioners in this study were shown to have an 
insignificant degree of influence on systemic and structural impositions and consequently 
had limited influence and impact through their roles as community practitioners.  
116 
 
The results presented in this chapter specifically reflect what appears to be a ragged edge 
between planning and preparation for the prisoner prior to release and the actual re-entry 
process, particularly for young men with MBIF. Practitioners highlighted that, had 
assessments and other relevant information about the particular learning needs of the 
young men been made available by the correctional agency and other tertiary services 
previously involved in the lives of these young men, the practitioners may have been better 
equipped to plan appropriate supports for their clients.  
Community practitioners felt that their role was thwarted, not the least, by the beliefs and 
attitudes of the young men with MBIF who exercised their choice to disaffiliate from 
practitioners and from services. The data here reflects that these practitioners, given their 
defined roles and resources, appeared limited in the extent to which they were able to 
influence pathways for young men with MBIF. This chapter reflects on the intersection of 
practitioner agency and choice with the agency and choice of young men with MBIF as 
clients. In some ways, the exercise of agency and choice by their clients acted as a 
negative factor to curtail practitioners’ capabilities and functionings. This is further explored 
as part of Chapter 7 which examines the data specifically in relation to the young men with 
MBIF.  
The data presented in this chapter also begins to draw out some preliminary findings about 
the efficacy of different types of programs to support young men in re-entry and specifically 
young men with MBIF. The process of detachment from support services by young men 
with MBIF appears to occur more swiftly where there is not an available accommodation 
component with structured daily living and where there are too high caseloads targets to 
be met by practitioners. This was seen to limit the building of the practitioner-client 
relationship through infrequency of face to face exchanges; and, importantly, by the lack of 
embeddedness by funded practitioners within the communities that would become home 
for these young men.  
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Chapter 6 Findings-looking at frontline practice  
6.0 Introduction 
Results presented in this chapter address the research question about how practitioners 
take account of MBIF when working with this group of young men. The data is drawn from 
seven researcher observations of practitioner-client sessions. The observation sessions 
were purposed to gain a better understanding of practitioner engagement with young men 
considered to have MBIF and were not intended as a tool with which to evaluate efficacy 
of practice and achievement of client outcomes. Five practitioners were involved in seven 
observations throughout the study. Beginning with a summary of findings from across all 
seven observations, the chapter provides a case study based on four observations 
involving two practitioner and four clients. The data for the case study is drawn from the 
first and second interviews with those two practitioner and from two observations with each 
of these two practitioners. Following each observation, practitioners participated in a “think 
aloud” session with the researcher to reflect upon the session. The researcher also 
documented reflections after each observation. 
Results indicate that there was some level of difference between the practitioner’s own 
description of their practice in the interviews and the practice as observed in observations, 
and that practice varied considerably between the two practitioners, each from different 
programs and from different educational and professional backgrounds.   
The case study included a practitioner from Group 1 (Intensive Supported Parole Program) 
and a practitioner from Group 4 (Community Volunteer Prisoner Support Program). These 
two practitioners, (Practitioners 1 and 13), are both of Anglo-Australian backgrounds.  
 6.1 Summary of findings from all observations  
Generally, the observations reinforced what most practitioners recounted about the 
additional time taken to work with young men with MBIF and they also reinforced previous 
empirical findings that when working with marginalised and socially excluded young men, 
engaging and establishing trust in professional relationships is difficult (Rondon et al., 
2014, Campbell et al., 2013, Sotiri, 2008). The process of setting up the observations and 
the actual sessions reinforced that these young men were hard to reach and hard to 
engage.  
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Levels of engagement 
Generally, the community practitioner from the voluntary community organisation 
(Practitioner 13) demonstrated greater facility engaging the young men, both of whom had 
some level of cognitive limitations and co-existing mental health issues. The differences in 
the extent and nature of the engagement could be explained, at least in part, by the 
different physical environments in which the sessions took place. The practitioners in 
funded services used a small room within the hostel facility, while the practitioner in the 
volunteer community organisation used the open space of their local community.  
Observations of practitioners with young men whom they considered to have MBIF 
showed practitioners to be conscious of the clients’ limited comprehension skills requiring 
use of plain English, repetition, simplification of official terminology and reinforcement 
through modal emphasis of important messages. Four of the five practitioners observed 
followed an informal approach with clients with MBIF, “checking in” with the client on how 
they themselves felt they were travelling and showing empathy with their circumstances 
and problems.  
Practitioners provided positive feedback on those tasks that clients had been able to 
progress such as maintaining hygiene and accommodation. Practitioners praised 
achievements such as clients being up to date with rental payments, and where indicated, 
the practitioners provided positive reinforcement of the efforts of clients to re-connect with 
family and community. In some cases the practitioners used step by step guidance and 
modelling to assist a client to understand and complete a task in relation to banking, social 
security benefits or housing applications. With those clients who appeared to disengage 
when assistance and advice were offered by the practitioner, the practitioners revised their 
approach and shifted into trying to encourage the client to lead the discussion on topics of 
their own choice.  
In relation to clients whom they considered to have MBIF, one practitioner reflected upon 
the lack of forethought by the clients in planning for return to community and the clients’ 
non-responsiveness to offers of assistance. Another practitioner expressed dismay that a 
client with such obvious intellectual impairment and lack of social supports had rejected all 
offers for assistance from the visiting mental health team. A third practitioner opined that 
the client always refused efforts to discuss future options and that he was unsure as a 
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practitioner how to better engage with the client. This same practitioner suggested that the 
client demonstrated such immaturity that he was concerned about just how little the client 
was in fact understanding from their discussions.  
While some practitioners’ approaches seemed interrogative, others appeared more 
motivational in nature, the latter opening up opportunities for deeper exchanges between 
practitioner and client.  
Generally, practitioners began sessions in a formal manner by clarifying the purpose of the 
meeting and outlining what needed to be achieved. During the course of the meeting, if the 
client showed little interest in progressing tasks, the practitioners were firm and directive in 
tone and eventually did most of the talking for the remainder of the session. Practitioners’ 
reflections following sessions indicated that they thought some clients may just be saying 
what they think the practitioner wanted to hear and that they may remain unwilling to 
disclose their true intentions as they prepared for their return to the community.  
Overall, observations of practitioner sessions showed few differences in the ways that 
practitioners worked with clients with MBIF compared to clients whom they did not 
consider to have MBIF. 
Recognising client emotions 
At a more specific level, observation sessions reflected how practitioners responded to 
various signals from young men who appeared to be deeply affected by isolation and 
exclusion. Some of these young men were indicating that they were feeling a loss of self-
esteem and that they had lost a sense of belonging and connectedness. During the 
sessions the young men spoke of frustrations with curfews that limited getting together 
with mates, anger that return to home community and family was prohibited at this time, 
anger at losing custody of children, disappointment with limited access to a daughter which 
he had only just met after leaving prison, being held back from meeting with family 
because they were not considered to be prosocial influences, and remaining distant from 
family because of inability to pay for transport costs.  
Researcher notes from the observations described emotional and behavioural indicators 
that indicated that young men with MBIF were experiencing some level of distress. Notes 
included “relayed a strong sense of melancholy”, “demonstrated high levels of anxiety and 
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fleeting moments of frustration and anger”, “described watching wrestling videos to find 
some relief”, “spoke of feeling alone”, “spoke of feeling deeply unhappy about loss of 
daughter to ex-partner’s new boyfriend”, “spoke of things with the family not looking good”.  
Generally, there was little evidence of efforts on the part of the practitioners that they had 
picked up these cues of a deep sense of grief from the young men, and if they had, there 
were few empathetic responses by practitioners. In the course of the observations, 
practitioners displayed few efforts to lift clients’ mood by talking about things that the 
young men found enjoyable or to identify enjoyable activities in which they may wish to 
engage. There were few mentions of possible groups that clients my wish to consider 
connecting with, little discussion about what might help attempts to re-affiliate with family 
and old friends, and no attempts to talk about the sadness that the clients were obviously 
experiencing. For some practitioners, the session seemed focussed on basic information 
exchange with little opportunity for reflection on emotions. 
6.2 A directive approach with clients  
From the interviews (Practitioner 1) 
This practitioner placed great emphasis on detailed planning with clients, considered 
clients’ skills development to be very important, and his goal was to support clients’ 
progress toward independent living. His style and approach to the clients was observed to 
be directive.   
This practitioner throughout the interviews expressed his views that each client presented 
as an individual, each with his own set of needs. He described that, as a first step, he 
would assess needs; secondly, provide hands on assistance by way of information 
necessary for everyday tasks and engage with the client by teaching a basic life skills 
program that covered things such as budgeting, self-esteem, managing boredom and 
conflict resolution as well as skills in finding and managing accommodation and jobs that 
he considered essential for community re-entry; and thirdly, for those with complex needs, 
he referred the client to specialist services in the community, such as drug and alcohol 
counselling, sexual offenders programs, mental health support programs and indigenous 
cultural programs.  
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The practitioner described his practice with clients (both those whom he considered to 
have MBIF or not) as being based on positioning the needs of the client at the centre of a 
planning and review process; lifting the morale and motivation of the client to move 
forward; assisting the client to understand how to comply with parole requirements; 
providing the client with relevant information with which the client could engage effectively 
in the re-entry process such as following up accommodation and work options; teaching 
practical skills for living in the community; and making referrals for clients to other 
agencies should a client require specialist responses and support.  Additionally, the 
practitioner reflected that for clients with MBIF this would require greater focus on 
educating, teaching and modelling. 
The practitioner described the case planning process as covering all life domains as the 
basis of an individual plan. He believed that the plans he developed with clients were 
always very positive and reviewed every six weeks, “You talk to them about their reporting, 
ask them how they feel, check that they are motivated and taking responsibility…it is a 
learning process and by the time they’re here for a while…you see that they’re starting to 
become independent” (Group 1 Practitioner 1:1).  
The practitioner felt that for many of his past clients who had, in his view, been successful 
in achieving some level of independence, it had been as a result of his referrals of clients 
to adult education courses and that this reinforced his strong view that “Once they’re 
educated, they’re no different to anybody else” (Group 1 Practitioner 1:1).  
Specifically when asked to speak about his work with clients whom he considered to have 
MBIF, the practitioner responded “unless we absolutely have to, we don’t to do everything 
for them. We give them the tools, and if necessary, take them there and show them what 
to do, but then the next time they do it, they have to do it on their own…lift their skill up a 
little bit” (Group 1 Practitioner 1:1). In his view it would require adapted approaches and 
more hands on work to adequately support clients with cognitive impairments and this was 
beyond the capacity of his role. He acknowledged that in his experience he had seen co-
morbidity of people with learning difficulties and significant mental health issues, “If 
somebody has mental health issues, there’s a service out there, connect them to it. I don’t 
believe that we’re set up as counsellors. We’re not here as therapists. That’s not what we 
do.” (Group 1 Practitioner 1:1).  
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The practitioner stated that he had worked with a number of Aboriginal young men. Unlike 
other practitioners who spoke of their work with Aboriginal clients in more tentative terms, 
this practitioner seemed very confident that he and the services he had been involved with 
in the past could provide positive outcomes for this group of young men, especially 
through vocational training programs, 
 One fellow, he was an Aboriginal man, started doing a six-month or three months 
course –it was a welding course. That’s all it was and he completed that… He then 
went on to do [other courses] and he now manages an indigenous service. And 12 
years ago, he couldn't read or write (Group 1 Practitioner 1:1) 
The practitioner concluded his interviews with some reflections on his practice with clients 
with MBIF, “Clients with learning difficulties are still being told that they’re stupid and, of 
course, this makes it even more difficult to engage with them. The biggest challenge is 
getting clients to understand that they can do more” (Group 1 Practitioner 1:2).  
From the observations (Practitioner 1) 
Client 1 is a 24 year old man of Aboriginal background whom the practitioner considers not 
to have MBIF. Client 2 is a 21 year old man whom the practitioner considers to have MBIF.  
It was particularly noteworthy that the practitioner’s efforts at engagement were stronger 
with Client 1 (without MBIF) compared to Client 2 (with MBIF).  
Observation with Client 1 (without MBIF) 
Strategies to engage included empathising with the client on his circumstances, 
“checking in” regularly with the client to see if the client understood what was being 
said, using plain English and repetition on important points throughout, providing 
positive feedback on the client’s efforts toward re-connecting with family and with 
Aboriginal community activities including art.   
Observation with Client 2 (with MBIF) 
In contrast, the engagement strategies used with Client 1 were not replicated with 
Client 2. The practitioner did not begin the session by demonstrating empathy with 
the client’s circumstances or attempting to initiate a connection through informal 
conversation. The practitioner commenced the session using technical language 
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and concepts drawn directly from the headings in the client’s individual plan (“How 
is your mental health and wellbeing?”), before eventually moving on to break down 
and paraphrase his questions in plain English. 
In terms of how the practitioner sought to progress action by the clients as part of a re-
entry plan, the practitioner was directive, outlining for both clients in equal measure what 
the clients had or had not yet progressed satisfactorily to date and what remained to be 
done. With Client 1 (without MBIF) the practitioner reminded the client of what had already 
been discussed and agreed to. The client showed little interest and was dismissive of the 
practitioner’s critical feedback that there had been no or little progress by the client. By 
contrast, with Client 2 (with MBIF), the practitioner was more tentative and did not provide 
detailed feedback on what the client had not progressed and had yet to achieve as part of 
the parole requirements. The practitioner’s tentative approach toward this client may in 
part be explained by the practitioner’s advice to the researcher prior to the session that the 
client has a history of “explosive reactions” should he be pushed on an issue especially if 
he was receiving negative feedback.   
The practitioner’s responsiveness to the information that Client 1 (without MBIF) raised, for 
example in relation to making a housing application, was met with quick and earnest 
response from the practitioner. However, several comments from Client 2 (with MBIF) 
such as “things with the family are not looking good” and “I’m buggered today”, were not 
picked up and followed through by the practitioner.  
At first glance it would appear that the practitioner’s practice intent with regard to working 
with clients with MBIF, as expressed through the interviews, was not strongly reflected 
through the observations.  
Post-observation practitioner reflections 
With regard to Client 1 (without MBIF) the practitioner discussed with the researcher 
following the session that the session did not reflect all the many hours he spent with this 
client over a period of some eight to ten weeks. During the client’s first two weeks in the 
program when parole conditions dictated that the client could not leave the place of 
residence unless accompanied by a staff member, this practitioner had accompanied the 
client on all outings. The very hands-on work with this client, having to accompany him to 
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appointments with Centrelink (social security/welfare agency) and Parole Office were 
portrayed by the practitioner as outside his normal role.  
With regard to Client 2 (with MBIF) the practitioner commented after the session that he 
considered this client to be ill-prepared for living in the community and that, despite 
speaking with this client on a daily basis, the client still did not appear to understand the 
type of support and assistance which could be provided to him by the practitioner and by 
other agencies.  
Post-observation researcher reflections 
What also emerged from the observations was that there was little evidence of the 
practitioner being involved in community alongside the client or of any groups and 
networks in which the practitioner participated that might open doors and opportunities for 
the client. As portrayed by the practitioner, his role in this program (Group 1) appeared to 
be a facility-based role where the practitioner did not live in the community to which the 
client would eventually return.  
Overall, the practitioner demonstrated some level of reservedness with both these clients. 
Analysis of the data from both the practitioner’s interviews and from the observation 
session appears to suggest that this reservedness was possibly affected by two key 
factors- that Client 1 was Aboriginal and the practitioner and service itself were not; and 
that Client 2 presented as having MBIF with challenging and oppositional behaviour. It is 
not possible to advance any surmising in relation to these factors without observing the 
practitioner’s previous and follow up sessions with these clients. The observations 
reinforced that engagement was poor with these two clients and indicated the difficulty the 
practitioner experienced trying to engage with these two young men.  
6.3 A mentoring approach with clients 
From the interviews with Practitioner 13 
This practitioner in his interviews talked about how he chose to work with a smaller 
number of clients so that he could concentrate on talking with the client as a friend. He 
always planned to start his conversation with them well before their release from prison, “It 
would start at least six months before release” (Group 4 Practitioner 13:2). 
125 
 
When encouraged by the researcher to speak more about how he, as a practitioner, can 
build trust with the prisoners, the practitioner emphasised that his approach was “not being 
judgemental” (Group 4 Practitioner 13:1); and “spend[ing] some time with them” (Group 4 
Practitioner 13:1). For this practitioner, giving them positive support meant trying to 
address what he and the client agreed was the most urgent and pressing need once 
released into the community. He spoke of trying to do some things for them before the 
prisoner was released such as contacting the prisoner’s family to pass on some 
information or to seek some support on the prisoner’s behalf. Sometimes a prisoner may 
ask the practitioner or try to help arrange a prison visit for a family member, “He asked me 
whether I could bring his mother down…These are the sort of things that help the person” 
(Group 4 Practitioner 13:1).  
The practitioner spoke of providing support to clients for things that the client considered 
were urgent, pressing and necessary, particularly for those prisoners whom he considered 
to have MBIF or knew to have a mental health issue. This practitioner focussed on 
providing practical assistance by supporting clients in court; finding them immediate 
accommodation and maybe their first meal or two; checking that they had some clothes; 
checking that that they had with them any prescribed medication; ensuring that they 
applied to access emergency money from Centrelink (social security/welfare agency) if 
needed; and driving clients locally to where they may get assistance. The practitioner 
revealed that probably the hardest thing to do is to encourage ex-prisoners not to 
associate with former colleagues and associates. This, he explained, was difficult given 
that they have nothing and no one else, “Their most critical need is not to fall back into 
companionship with their previous people. So to put it into a more positive sense, to get a 
positive outlook and establish some goals for themselves” (Group 4 Practitioner 13:1).  
The practitioner emphasised that goals were not necessarily what was written down in a 
plan before they leave prison but what the ex-prisoner discussed with him “in our one-to-
one talking” about what the prisoner wanted to do post-release. The working relationship 
emphasised by this practitioner was essentially about informal planning and arrangements 
as discussed between practitioner and client and not documented in a written plan. In the 
way that this practitioner described his approach and his practice, it became clear that he 
relied on his connections within the local community and that he saw himself as a go-
between for the client re-entering that community. Speaking, for example, of finding 
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immediate accommodation for prisoners leaving the remand prison, often with short notice, 
this practitioner looked to what local groups could offer, “Accommodation is a significant 
problem. We’re fortunate that this group just nearby here offers accommodation and 
they’re willing to help out when we need an urgent option…this local group has always 
been able to fit someone else in” (Group 4 Practitioner 13:2).  
This practitioner emphasised that he found that many of the ex-prisoners that he had 
worked with did not like to go to see professionals, and that he himself did not have any 
formal connections or networks with disability or mental health services. Consequently he 
relied on GP referrals with which the client may wish to follow up. It appeared that linking 
to formal services other than accommodation and local welfare services was limited by the 
voluntary nature of group. 
From the observations with Practitioner 13 
Client 6 is a 25 year old man whom the practitioner considered to have MBIF and knew to 
have a diagnosis of bipolar disorder and possible diagnosis of Asperger’s. Client 7 is a 34 
year old man whom the practitioner considered to have MBIF and whom he was aware 
was awaiting assessment by a psychiatrist and psychologist in relation to mental health 
issues. The practitioner’s engagement with Client 7 with whom he had met on several 
occasions prior to the client’s release from prison appeared to the researcher to be 
stronger than that with Client 6 with whom he had not had prior meetings in prison but with 
whom he had met twice immediately post-release at the request of the client’s mother.  
Observation with Client 6 (with MBIF)  
Strategies to engage the young man included collecting him by car from his place of 
accommodation to drive him into town where he sat down with the client in a coffee 
shop to discuss how the client was progressing; encouraging the young man to 
initiate discussion; actively listening; accompanying him to Centrelink without asking 
specific questions about his business with Centrelink; offering assistance with 
budgeting and discussing options for part-time work; offering advice on 
accommodation options in the medium to longer term; asking how things were 
going re-engaging with his mother; and avoiding giving specific directions about not 
purchasing alcohol despite the fact that he was aware of the client’s problematic 
127 
 
alcohol use. The practitioner gave the young man positive feedback on his 
enthusiasm with writing rap lyrics. 
Observation with Client 7 (with MBIF) 
In contrast, some of these strategies were not all replicated with client 7. Strategies 
to engage this client included collecting him by car from his place of 
accommodation and driving him to the practitioner’s office in the community where 
the client wished to work with the practitioner on preparing required paperwork for 
Centrelink and the bank; helping with practical tasks such as the preparation of a 
resume; asking the client questions to update his activities since they had last met; 
listening to the problems he was having with accommodation and making 
suggesting to problem solve; expressing some concern about the client’s intention 
to co-tenant with another ex-prisoner and giving reasons for considering other 
options; and encouraging the client to talk through his financial issues with the 
client’s brother with whom he had recently re-connected.  
Client 6 clearly did not wish to seek advice or to take advice from the practitioner which 
could be explained by the fact that there had as yet been only few occasions for meetings 
between the two. It was observed by the researcher that this client sought to portray a 
sense of independence and felt challenged by the practitioner when the practitioner made 
some suggestions for work options. The client’s inability to demonstrate any real grasp of 
the importance of the issues under discussion with the practitioner reflected a lack of 
maturity or a state of fugue. Client 7 was open and amenable to discussing private matters 
of relationships and finances with the practitioner and showed appreciation for the 
assistance provided by the practitioner. At times when the client was reading letters from 
the bank and Centrelink, it appeared that he wished to brush aside his inability to 
understand the details in that correspondence and quickly moved onto another topic. 
While this client’s expressive skills were strong, he happily sought advice from the 
practitioner with writing.  
Post observation practitioner reflections 
Following the session the practitioner reflected concern that he was unable to engage 
effectively with Client 6 and that the client’s dismissiveness of serious issues would be 
difficult to redress. Following the session with Client 7 the practitioner reflected on his 
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concerns about the immaturity of this young man. The practitioner also commented that he 
believed that he had developed a trusting relationship with this client and that on that basis 
he would be able to meet with the young man and be a constructive and positive influence. 
Post observation researcher reflections 
The approach by this practitioner to both Clients 6 and 7 was very informal and this 
informality was also reflected in the setting for his work in the community. He engaged with 
the clients while driving them around in his car, and while having a coffee at the local 
McDonalds Café, or while walking to and from Centrelink and then again walking back to 
the practitioner’s office. The practitioner listened more than he spoke and then when he 
spoke it was to reinforce and build on a strength he had detected in the client and what the 
client wanted to do. Client 7 was particularly demanding and his verbal and physical 
behaviours were at times challenging. Overall the role of the practitioner was one of 
mentor offering support and guidance.  
6.4 Findings from the case study  
Significant differences in approaches between the two practitioners can be noted from this 
case study. The programs and contexts within which they operated were significantly 
different. The Group 1 Practitioner 1 worked as part of an intensive supported parole 
program delivered to newly released parolees over a three month period during which 
parolees were accommodated on site. Practitioner-client sessions took place on site in the 
office. The Group 4 Practitioner 13 worked as part of volunteer community based program 
which provided support to ex-prisoners released from remand prison whose 
accommodations were at various locations within the local community. Practitioner-client 
sessions took place in community locations such as coffee shops and occasionally in the 
offices of the community group. Overall, the practitioner-client sessions conducted by 
practitioners in Group 1 appeared structured while those conducted by practitioners in 
Group 4 appeared, by comparison to be un-structured with a greater sense of informality. 
Group 1 Practitioner 1 demonstrated an effort to balance care and concern for clients with 
the encumbrances of managerial and funding requirements; in a crowded office; meeting 
requirements for note-taking and creation of files; and endeavouring to meet timeframes 
as part the services that he was funded to provide. It was difficult to see how in that space 
of time and place, the practitioner could put into effect some of the principles of practice he 
129 
 
had described during the interviews. This was not a setting in which practitioner or client 
could feel positive. However this session needs to be understood as part of a broader 
context where this practitioner also at other times with these clients offered classes and 
created opportunities for the clients to learn and develop skills. This practitioner had 
described clearly his views that his approach to rehabilitation was based on a belief that 
taking definitive steps to increase vocational skills and abilities would most likely lead to a 
job and, concomitantly, a greater likelihood of desistance from crime. 
Group 4 Practitioner 13 demonstrated what has been termed by this researcher as an 
easy-speak approach which may come from the lack of the encumbrances that necessarily 
encroach on the time and approach of practitioners operating as part of funded services. 
This easy-speak approach is assisted by avoidance of note-taking during client-practitioner 
sessions and being able to have meetings with clients in informal settings. The practitioner 
brought together as part of the practitioner-client session an approach that offered both 
mentoring and teaching and he created practical opportunities for his clients in the 
community by virtue of his own networks in the community. Each day this practitioner may 
be doing very different things for each of his clients. The volunteer community group 
applied a ‘whatever it takes’ approach. This approach was based on his stated belief that 
the individual needs to have an opportunity to change his thinking about himself and about 
life and that a change in lifestyle may then follow.  
Both practitioners exercised quite different capabilities in their roles as community 
practitioners and both were experiencing a range of constraints and impediments in 
moving some of their clients forward. For Group 1 Practitioner 1 the constraints appeared 
to be the fact that the program he worked in was mandated for his clients, who, in turn, did 
not always appear to want to be there under the strictures of the program. For Group 4 
Practitioner 13, the constraints lay in the fact that his community group did not appear to 
have connections with other formal services to which he might have otherwise been able 
to link his clients.  
Results from the case study contribute to an understanding of the positive and negative 
conversion factors which affect practitioner capabilities and functionings. Examples of 
conversion factors identified through analysis of the observations are provided in Table 
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6:1. These add to the examples of conversion factors identified in the previous chapter in 
Table 5:1.  
Table 6:1 Examples of positive and negative conversion factors impacting on 
practitioner functionings and capabilities (b) 
 Conversion factors  
 
 
Resources  Negative factors  
 Managerialist 
approaches in funded 
services 
 Demanding caseloads 
and  timeframes  
placed on a program  
 Stigma experienced by 
clients which affects 
agency, choice and 
options 
Positive factors  
 Practitioners’ locus and 
relationships within 
community  
 Self-managed caseloads 
and timeframes based 
on individual needs of 
clients 
 
Practitioner  
functionings 
and 
capabilities 
 
6.5 Discussion  
The process of social exclusion, particularly for young men with cognitive impairments, is a 
multidimensional process and built up over time (Emler and Reicher, 2005). Indeed, most 
practitioners recognised in what they discussed in the interviews with the researcher that 
young men with MBIF had many different and overlapping needs. The practitioner-client 
sessions reaffirmed the challenges of working with young men with co-existing mental 
health issues and cognitive impairment. These sessions served to reinforce what had been 
noted in many empirical studies referenced in the review of the literature, namely, that 
there was a need for a multidisciplinary response to this population group. These 
practitioners were not deployed to re-entry and homelessness services as clinicians and it 
was reasonable that they believed that the clinical needs of clients were beyond their area 
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of responsibility. However, their role required them to initiate referral to and linking with 
other professional services. Findings from the practitioners’ interviews suggested that, for 
this group of young men, a cold referral to other services would unlikely be followed up. 
The observations indicated that this was in fact the case with several examples of previous 
practitioner suggestions and referrals being left un-actioned by the young men.  
The literature on social exclusion describes the socially excluded as those who had been 
denied resources, goods and services and as a result were unable to engage in normal 
relationships and activities available to others (Taket et al., 2009). The data from the 
practitioner interviews had provided many tangible examples of young men with 
demonstrably poor skills and abilities; of young men unable to live harmoniously with 
others in share arrangements; and of young men who had had come through experiences 
of great deprivation throughout their lives. Many had had limited schooling and entered 
long-term unemployment. Some had experienced chronic homelessness, and from a 
young age received poor family and social support. The observation sessions highlighted 
the difficulty for these practitioners to find some way of redressing those previous losses 
and lost opportunities in order to ready these young man to be able to participate in normal 
relationships and activities in the community. In effect, practitioners as part of funded 
services were given only have a very time-limited connection opportunity with these 
clients.  
According to the paradigm for social inclusion discussed in Chapter 3, socially excluded 
individuals reflect in their decisions and behaviour their subjective dissatisfaction with life 
chances and an unwillingness to invest in society and its rules because they have not 
received return on any investment that has benefited their interests (Oxoby, 2009, Barter-
Godfrey and Taket, 2009). In some of their interviews, practitioners spoke of the difficulty 
of engaging with clients with MBIF and the difficulty of encouraging them to come along to 
classes held for parolees in the hostel. Most of the young men in the observation sessions 
reinforced through their behaviour during the session, an unwillingness to invest and 
participate in what was being suggested to them as they may not have concurred that it 
was of any benefit to them in the long run.    
Eck and colleagues (Eck et al., 2016) in reviewing evidence-based strategies that can be 
used to address feelings of exclusion in individuals describe a range of approaches that 
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can be used by practitioners to address feelings of loss of self-esteem and loss of 
belonging, feelings of loss of control and loss of meaningfulness in life for their clients. 
Their work emphasises the importance of creating opportunities for positive experiences in 
those who have experienced loss. Practitioner interviews had reinforced that in some way 
their work with young men with MBIF sought to boost morale and self-esteem. However, it 
emerged through the observations that practitioners experienced some difficulty 
responding to the cues of anxiety, depression and loneliness, although the concerns may 
have been followed up later by the practitioner with the client (post-session).   
The final point to be made from the observations is the extent to which some practitioners 
are connected to the community in which these young men live. The literature review 
highlighted a strong case for the practitioner to be embedded in the community space and 
able to develop relationships that can support the individual’s connectedness to 
community (Forde and Lynch, 2014). The practitioner-client sessions which were observed 
with the practitioner from the voluntary community group reflected that the practitioner’s 
own relationships with other individuals and groups in the community were being 
harnessed to support his clients’ needs. The practitioner-client sessions observed from the 
funded services were not able to show that practitioners were connected to the community 
itself and, consequently indicates a limited capacity by these practitioners to contribute to 
building collective capabilities within community to support their clients. The later chapters 
return to this issue.  
6.6 Conclusion 
While the case study provided very detailed descriptive information about the interactions 
of practitioners with clients with and without MBIF, it was important to present this detail in 
order to capture the daily challenges that both practitioners and clients faced to engage 
and cooperate on plans for moving forward toward community reintegration. What 
emerged from the observations was that there were so many systemic and structural 
impediments including a lack of resources available to the young men with MBIF to move 
forward and a lack of opportunities for the practitioners to create momentum and action for 
change at the community level.   
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Chapter 7 Findings-conceptualising MBIF  
7.0 Introduction 
Results presented in this chapter address the research questions about how practitioners 
observe and identify MBIF amongst young men who have been involved in the criminal 
justice system and how they understand the impact of MBIF on their lives. The 
practitioners’ perceptions of the young men’s needs and capabilities are examined using 
concepts from the contemporary models of disability and the capabilities approach. This 
data and its analysis is brought together to offer a coherent description of MBIF and its 
effects on young men participating in re-entry and reintegration services in the community. 
The organisational environment and educational backgrounds of the community 
practitioners were previously described in earlier chapters. It was also noted the 
practitioners lacked specific training in how to identify and work with persons with MBIF. 
The results also suggest that because of the very nature of the services which they offered 
to the most vulnerable of persons, community practitioners witnessed across their client 
group considerable individual differences and a wide range of individual needs, within 
which it would be difficult to differentiate cognitive limitations from other symptoms of 
deprivation.  
There was no assumption at the outset of this research that educational qualifications of 
community practitioners would necessarily have prepared them to identify those with MBIF 
amongst clients. Most practitioners found it challenging to identify clients with MBIF and 
several practitioners said that the identification of MBIF for them was often intuitive and 
impressionistic. Through their engagement with this group of young men and observations 
of their behaviours, practitioners constructed their own understanding of MBIF and relied 
on their own experience as practitioners to discern and define, “You ask them a question 
that you think is a fairly clear question, and they give vague responses. So intuitively, you 
say, ‘I don't think you understand what I'm saying.’  And then I guess that comes back to 
the experience of the practitioner” (Group 4 Practitioner 11:2).  
However, despite these difficulties, community practitioners have identified, albeit 
tentatively, both needs and capabilities of young men with MBIF. These are discussed in 
this chapter. The chapter concludes that the social exclusion experienced by young men 
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with MBIF might be better understood and responded to by practitioners if it were 
described and understood in terms of capabilities deprivation.  
7.1  Young men’s needs and capabilities 
The discussion in this section examines the way in which identified needs and capabilities 
of young men with MBIF provide a basis for developing effective support for this population 
group in re-entry and reintegration.   
Identifying MBIF 
An analysis of the data suggested that practitioners observed a great deal of similarity 
between the vulnerable circumstances and needs of their general client group and those 
clients whom they considered to have MBIF. Practitioners struggled in the first interview to 
distinguish the specific needs of clients with MBIF. One practitioner described it as there 
being such a high level of need amongst most of his clients that it became difficult to 
distinguish whether a person’s behaviour emanated from MBIF or just from significant 
levels of deprivation. He stated that it takes time to unravel the different needs and their 
causes (Group 3 Practitioner 9:1).  
Several practitioners explained that behaviours that they might have initially attributed as 
related to MBIF were displayed by many of their clients. He considered that these 
behaviours had been learned and reinforced over a lifetime as they adapted to living in 
disadvantaged circumstances, “I think that there's a number of people here that have at 
least mild impairment. You get people whose behaviour patterns are so ingrained” (Group 
1 Practitioner 1:1). By the second interview, by which time practitioners appeared to have 
further reflected upon their experiences working with their more vulnerable clients, most of 
the practitioners were able to contribute more confidently to discussing a range of 
limitations and needs that they attributed to clients with MBIF.  
For those practitioners in Groups 1 and 3 whose services included an on-site 
accommodation facility, interactions with clients were structured and more frequent, and 
this enabled practitioners to offer quite detailed descriptions of client needs and 
capabilities. However, for practitioners in Groups 2 and 4 where their clients were residing 
in various accommodations across the community and meetings were reported by those 
practitioners to be unstructured and infrequent, they were less specific in their descriptions 
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of client needs and tended to speak in terms of a more generic client profile.  Practitioners 
in Group 2, possibly linked to the fact that this group of practitioners’ had stronger 
background experience in a range of community-based frontline services with vulnerable 
clients (Table 4:1 refers), provided more nuanced responses that recognised the 
importance of personal and emotional development skills.  
Identifying needs  
When practitioners were asked to identify what they perceived young men with MBIF 
required to ensure positive outcomes in their lives, their responses focussed 
predominantly on the young men’s need for skills for jobs, skills to access and maintain 
accommodation, skills to manage their finances, as well as the ability to understand how 
they could maintain good health.  
When asked to reflect on how they worked with clients with MBIF, practitioners spoke 
about applying a deliberate and patient process to begin to identify and understand a 
client’s special needs. Many practitioners described their most vulnerable clients whom 
they considered to have MBIF as lacking in knowledge and skills for everyday 
transactions, “They lack the basics (Group 1 Practitioner 2:1); and “He has no knowledge 
of how to do anything” (Group 1 Practitioner 3:2).  
When asked to describe how they identified MBIF, most practitioners focussed on the 
clients’ limited literacy and numeracy skills, limitations with speech and language 
communication, and verbal and written comprehension, “His speech impediment was such 
that there seemed to be a lot more issues around that. In a medical unit in prison, they did 
think that there were some cognitive problems that he may have because he doesn't 
understand some things” (Group 2 Practitioner 8:1).  
Most practitioners recognised that clients with MBIF appeared to get by with most general 
living activities, at least at a simple level, through some level of verbal skill or through their 
dependence on friends and family to assist. One practitioner described the difficulties that 
this group of young men will have finding employment unless they could be engaged in 
programs to address illiteracy and innumeracy, “The younger ones that have 
difficulty…they just take it as that's part of their lives, ‘I'll get by’ some of them say, you 
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know. They can get by cos they've got mates who will get them employment doing various 
things like concreting, labourer, landscaping” (Group 2 Practitioner 8:1). 
Practitioners considered that clients with MBIF would probably require support for the 
longer term. Several practitioners described client cases where they saw impulsivity, poor 
decision-making and ill-considered actions by clients dragging them further into the 
criminal justice system. They described clients’ inability to plan for the medium to longer 
term and considered that they would not be able to cope on their own, “For them [with 
MBIF] there’s that spontaneous thought process around ‘I just got paid. I've got this 
money. I can spend this money.’ They find it hard to plan what to do with this disposable 
income, to plan for those longer periods of time. A lot of the guys have very short term 
goals” (Group 2 Practitioner 5:1). While practitioners identified this as a characteristic of 
clients with MBIF, there appeared to be an implied sense that this was a difficulty 
experienced by many of their clients.  
A few practitioners described what they considered to be the emotional difficulties 
experienced by young men with MBIF and discussed how these factors likely contributed 
to the detachment of these young men from any efforts by practitioners to engage 
meaningfully with them. Most of the practitioners reflected the need for support to address 
problematic substance use, medical problems and mental health issues for all of their 
clients, “A lot of these guys are turning up here on medication for mental health problems 
and while they are managing in the prison system, when they come here, they don't have 
the support networks” (Group 1 Practitioner 1:2); and  “For the first time in the ten years 
I've been doing this, there's a lot of first time young guys …that have been in there for the 
first time…through a drug or alcohol problem” (Group 4 Practitioner 12.2). 
Several practitioners expressed a view that behaviours generally associated with cognitive 
impairments could also have been linked to medical problems. In relation to the possibility 
that symptoms of untreated diabetes could be mistaken for MBIF, one practitioner intuited, 
“He doesn't manage his diet or his insulin blood sugar levels very well at all and I haven't 
been able to determine whether he's actually got an impairment or if it's his poor 
management of his diabetes” (Group 1 Practitioner 1:1). And later the same practitioner 
spoke of the coalescing of problems for young men with MBIF, “Clients with learning 
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difficulties have significant mental health issues and those might be related to alcohol and 
drug abuse” (Group 1 Practitioner 1:2).  
To a few practitioners who had worked with ex-prisoners for many years, they perceived 
significant increases in ex-prisoners leaving prison with medications for mental health 
issues. However, their clients were unable to explain to practitioners what the diagnosis 
was or what it meant, “He has never been diagnosed with anything. However, he has been 
given lots of tablets for a personality disorder” (Group 4 Practitioner 12.1). In all cases, if 
aware that the client had been found to have mental health issues, practitioners 
encouraged the client to maintain contact with a mental health practitioner. This was also 
evidenced through the researcher observations of practitioner-client sessions, 
 As the meeting progressed, the practitioner asked after the client’s mental health 
as he had been aware of a critical incident for this client on the previous day in the 
hostel. The client explained that he had had problems but was directed to the in situ 
GP who placed him back on the medication for bipolar disorder (Group 3 
Practitioner 9: Observation 1).  
Some practitioners identified that immediately upon release from prison many of their 
clients demonstrated a lack of coping skills, and amongst young men with MBIF this 
appeared linked to high levels of anxiety and was considered a critical factor in re-
offending, “Particularly if they are being released after a long term of imprisonment, they 
don't always have the coping strategies or the skills to deal with the frustrations and 
anxiety which occurs for them” (Group 1 Practitioner 4:2). In young men with MBIF this 
was observed to also be associated with impulsive behaviour leading to unintended 
consequences as shown in the case where the young man was evicted from 
accommodations, “He has Asperger's. The setbacks for him were that he has a lack of 
coping skills. Obviously, having Asperger's, there are no coping skills there, so therefore, 
he will react without thinking and he will think after he's reacted” (Group 3 Practitioner 
10:2). In relation to many such cases, community practitioners had not been advised by 
referring agencies of diagnoses of autism or Asperger’s even though they said they had 
formed a view that an ex-prisoner’s inability to regulate emotions may have indicated 
disorders of this nature.  
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Some practitioners perceived that offenders with MBIF may also have had higher than 
normal levels of anxiety at key times of change such as leaving prison or changing 
accommodations,  
When he got out he had no ID [identification documentation], no money.  And even 
though I was there with him every step of the way from here on, his anxiety 
increased.  And he realised he didn't have his medication.  And all of this came to 
him in a matter of an hour or so after being released from court into community. 
More and more anxiety (Group 4 Practitioner 11:2). 
Several practitioners believed that at times of high anxiety combined with a sense of 
isolation, clients with MBIF were more susceptible to re-offending, or at the least, of 
breaching conditions of parole, “So when they get in the community they can feel 
completely isolated from the broader community. They say ‘Well, I'm not gonna even 
bother out here. There's nowhere for me here’ ” (Group 2 Practitioner 5:1).  
Having collated from the data a range of characteristics of young men considered to have 
MBIF, there emerged a description of needs for this group of young men. It was not very 
dissimilar from the needs of those whom practitioners described as their general 
population group. Nonetheless, the practitioners reflected that it was different for young 
men with MBIF because their limitations, when combined with other areas of need, made it 
more difficult to address those needs. For example, practitioners wondered whether young 
men who they considered to have poor reasoning skills and poor emotional regulation 
associated perhaps with cognitive impairment, would benefit from the same strategies that 
were used to develop better coping skills amongst the general population of clients.   
Identifying capabilities  
Many positive and negative factors and processes were shown to impact on the needs and 
capabilities of young men with MBIF. As noted in Chapter 3, the language and concepts of 
capabilities and functionings are not the same as needs but are more encompassing. They 
reflect also what the individual wants and has reason to value and they incorporate regard 
for individual agency. This study identified a number of factors that contributed to the 
unmet needs of young men with MBIF. For this group of clients and for other groups of the 
practitioners’ most vulnerable clients, practitioners clearly identified a number of barriers 
139 
 
and constraints which deprived their clients of capabilities. These are referred to in the 
Table7:1 as negative conversion factors.  
Table 7:1 Examples of needs and conversion factors impacting on the capabilities 
of young men with MBIF 
 Conversion factors  
 
 
Needs 
Basic human needs 
for food, shelter, 
companionship, self-
esteem, emotional 
connection and 
stability, agency and 
control  
Resources to 
address needs 
include  
 Welfare 
benefits/income 
 Family and 
community 
 Practitioners 
Negative Positive   
 
 
 
Young 
men’s 
capabilities 
 
 Lack of basic skills 
 Disconnection, 
Isolation and 
loneliness 
 MBIF  
 Un-wellness 
 Stigma experienced 
by clients which 
affects agency, 
choice and options 
(adaptive attitudes)  
 
 Individual support 
 Community support 
 
 
 
The results also indicated what practitioners projected as a view of valued functionings 
and the corresponding capabilities for young men with MBIF. These can be described as 
functionings for social inclusion. Table 7:2 below summarises what has emerged from the 
study about the functionings and capabilities of young men with MBIF in re-entry and 
reintegration.   
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Table 7:2 Examples of young men’s valued functionings and corresponding 
capabilities as reflected by community practitioners 
Functionings Capabilities 
Enjoying economic/financial  
stability  
Maintaining access to welfare benefits (compliance)  
Developing vocational skills 
Developing willingness and confidence to participate in 
the labour market 
Accessing stable accommodation 
Remaining out of prison 
 
Being safe 
Maintaining compliance with rules of the law and with 
conditions set on freedom under probation or parole 
Having a sense of place 
Social 
participation/connectedness 
Developing or maintaining links with family and friends 
Developing networks of support in the community 
Experiencing wellbeing Accessing health and welfare supports 
Having feelings of self-worth and hope 
Maintaining positive sense of 
self and identity 
Overcoming criminal and disability stigma 
Regaining control 
 
It is interesting to note the similarities and differences when comparing the above list of 
social inclusion functionings identified through this study with those identified for young 
men and more generally for ex-prisoners in the literature (referenced as part of the 
conceptual framework chapter). Significantly, studies in the literature appeared to place 
stronger emphasis on the capabilities of agency, voice and self-determination while as part 
of this study community practitioners, while certainly not ignoring capabilities related to 
individual agency, appeared to place greater emphasis on social and economic 
participation. This may reflect the program orientations that guide practitioner roles.   
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7.2 What this means for re-entry and reintegration programs   
Having identified the needs of this population group of young men with MBIF, it is 
important not to conceptualise these using welfarist thinking which presumes that needs 
are predominantly related to lack of income. This study has endeavoured to reflect a 
multidimensional understanding of need encompassing what the individual wants and 
values. It is also important not to conceptualise these needs using disablist thinking which 
overly focusses on limitations of the individual and what the person lacks rather than upon 
a deeper understanding of the intersection of the limitation with the structural impediments 
tied to economic policies or social arrangements.  
The manner in which this group with MBIF is conceptualised should project an 
understanding of these young men as rounded individuals and offer insight to how they 
may best be supported in the community in the short and longer term so that they have 
choice and opportunity to experience and commit to positive lives in the community. Using 
the capabilities approach to identify not only needs but also capabilities, and identifying the 
positive and negative conversion factors impacting on capabilities, re-entry services are 
better placed to identify ways to support the individual’s capabilities. Will they simply 
respond to immediate needs or will they enable capabilities?  
The capabilities approach and more specifically the social inclusion paradigm presented in 
Chapter 3 offers a method for understanding and redressing disadvantage through 
inclusive social and economic policies and accounting for ability and disability from a 
capabilities approach. Given that the study was primarily focussed upon the role of the 
community practitioners, it was not possible to give a fuller account of the capabilities of 
young men with MBIF. The study did find that for this group of young men in re-entry and 
reintegration, engagement is difficult, community practitioners generally have fleetingly 
short working relationships with these clients, and as a result the task of developing a 
process for understanding the capabilities of young men with MBIF remains difficult,  
Unfortunately with guys being released from custody… with learning difficulties… 
just fall through the cracks before they even get so us. Roaming the street without 
connections. They go back into the dark spaces in the community where no one 
sees them and where they know how to operate (Group 2 Practitioner 5:2) 
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What the study has documented in relation to the young men with MBIF in re-entry is that 
resources have not been adequate for the development of capabilities and functionings for 
social inclusion.  
7.3 Capabilities deprivation  
Previous studies in disability, homelessness, education and mental health using the 
capabilities approach have identified the range of barriers that deprive individuals of 
capabilities  (Mitra, 2018, Trani et al., 2015, Graham et al., 2013, Trani et al., 2011, 
Evangelista, 2010, Harreveld and Singh, 2008, Hopper, 2007, Mitra, 2006). These studies 
illustrated how a person’s limitations can place constraints on their ability to access and 
utilise resources and demonstrated the ways in which deprivation can result from these 
social and economic constraints, reducing opportunities and limiting the individual’s 
achievement of functionings of wellbeing and social inclusion.  
One such study which applied the capabilities approach through an in depth qualitative 
methodology examined the relevance of adult community learning programs for 
participants with mental health problems (Lewis, 2012). As part of Lewis’ study, the 
concept of capabilities deprivation was found to have parallels with concepts within the 
social models of disability and mental health. The emphasis on individual agency as part of 
the capabilities approach was found to be strongly consistent with the agency-structure 
relationship important to mental health recovery theories. Lewis found that the capabilities 
approach resonated strongly with the centrality of notions of choice and the expansion of 
agency pursued by adult education and learning. Individual agency was reflected as a 
socially constructed phenomenon, subjected to social influences. Through participation in 
adult community learning programs, the individual with a mental illness was able to use the 
commodities offered by the programs to expand agency and enhance capabilities. 
Reflecting upon Lewis’ application of the capabilities approach, it usefully points to the 
importance of understanding how persons with a disability may be able to exercise agency 
through participation in community to overcome the barriers that led to capabilities 
deprivation.  
Also in line with this perspective, it is more useful to think about MBIF not as a disability 
per se but as potential disability. The idea of potential and actual disability within a 
capabilities framework (Mitra, 2006) offers a useful way to understand the circumstances 
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of individuals with MBIF. An individual’s capabilities can be compromised by deprivations 
which occur as a result of a combination of poverty and lower intellectual functioning. How 
the individual copes with the impairment varies according to personal characteristics such 
as gender, age, race and ethnicity, and environmental characteristics such as availability 
of resources and the parameters of social arrangements that may impede practical 
opportunities for capabilities and functionings. When the individual’s circumstances are 
impacted upon negatively, then what was a potential disability may become an actual 
disability. This can be described as being in a state of capabilities deprivation. The 
capabilities approach, more so than the existing models of disability, acknowledges how 
both individual differences (or, personal factors) and socio-economic factors dictate 
whether and the extent to which the individual’s impairment will become an actual 
disability. The existing models of disability may not offer this level of emphasis to the inter-
relationship of personal factors (limitations) and socio-economic factors and thus may not 
be able to sufficiently take account of the way that poverty interacts with the individual’s 
characteristics and environment to lead to actual disability. “Understanding the economic 
burden and the economic environment of disability is part of understanding disability.” 
(Mitra, 2006 p 242). 
Practitioners emphasised that there was great similarity of needs and circumstances 
amongst their client groups which, in their view likely included many with MBIF or lower 
intellectual functioning. Some practitioners spoke of the difficulty of discerning behaviour 
emanating from cognitive limitations compared to behaviour related to problematic 
substance use or mental health issues. Most practitioners stated that they were not 
specifically prepared professionally to identify and work with persons with MBIF, although 
those with degrees in education stated that they had had some experience working with 
special needs children and young people. Practitioners emphasised that they relied on 
experience and intuition to identify and work with persons they considered to have MBIF. 
However, having said that they lacked training and skills in working with persons with 
MBIF, they proceeded to draw conclusions of similarities amongst their clients that clouded 
efforts to differentiate needs and capabilities. Also, having said that the client cohort had 
great similarities in support needs, practitioners were in some cases able to describe the 
additional and special needs of those clients whom they considered to have MBIF.  The 
specific needs for support which they attributed to young men with MBIF effectively did 
differentiate this sub-group of clients from the rest.   
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This issue of the complexity and conflation of client needs in vulnerable populations is 
increasingly dealt with in the literature and practice in the human services field, where 
there is demand to apply inter-sectoral approaches. It calls to mind the concerns 
expressed by some (Shakespeare, 2013, Webb, 2006) that in a neo-liberal context, inter-
sectoral approaches to understanding and responding to so-called multiple and complex 
needs can lead to missing the need to identify and understand limitations experienced by 
persons with a disability and the impact of limitation on their lives. Unfortunately, these 
community practitioners work in a sector which does not place priority on the identification 
of the specific needs and capabilities of offenders and homeless persons with MBIF, 
preferring to use the generalist language of multiple and complex needs, ultimately 
undermining the possibility of targeted prevention and intervention at levels of policy and 
practice.  
7.4 Conclusion 
Results indicate the need to better conceptualise MBIF in ways that can assist policy 
makers to understand differential resourcing requirements for community practitioners who 
support these young men in re-entry and reintegration. Conceptualising the social 
exclusion experienced by young men with MBIF as capabilities deprivation offers greater 
insight to resourcing requirements for community practitioners working in re-entry with 
implications also for broader social and economic policies.  
Conceptualisation of MBIF based on the capabilities approach provides a good prospect to 
account for the impact of lower intellectual functioning in ways that would enable 
community practitioners working in re-entry to better plan and deliver targeted services 
and supports. The data and discussion in this chapter points to the value of devising future 
qualitative research to examine the socio-economic determinants of impairments related to 
MBIF that lead to capabilities deprivation for young men involved in the criminal justice 
system.  
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Chapter 8 Findings-practitioners creating practical and positive 
opportunities  
8.0 Introduction 
Results presented in this chapter further address the research question about how 
practitioners take account of MBIF when working with young men with MBIF and explore 
whether and how practitioners create or enable opportunities for these young men toward 
social inclusion.  
Using three vectors of positive criminology as a framework for contemporary practice 
working with offenders, the data is analysed to reflect on the factors affecting the journey 
of young men with MBIF toward reintegration; to identify community practitioners’ 
response to the identified needs and capabilities of the young men; and to examine the 
capabilities of practitioners to create opportunities for client reintegration and practitioners’ 
own proposals for better support options and opportunities.  
The data presented in this chapter poses the question of whether practitioners working 
with young men with MBIF pursue opportunities for the young men’s independence in 
community or interdependence that could be garnered through more supportive familial 
and community networks. This leads to the proposal for a fourth vector of positive 
criminology based on the view that for young men with MBIF experiencing disability may 
benefit from enhancements that nurture interdependencies in the community   
8.1 Positioning positive criminology within the capabilities approach  
As described in Chapter 3, programs considered to adhere to the principles of positive 
criminology operate on a number of positive vectors ( Ronel and Segev, 2015). Key 
vectors have been drawn from evidence-based practice and are premised upon the belief 
that the offender wants to shift away from criminal offending and that he is able and willing 
to utilise resources and opportunities available to him in the community to achieve social 
integration, independence, personal strength, and other-centredness.  
For the purposes of this study, three vectors of positive criminology are positioned within 
the broader frame of the capabilities approach. As presented in Figure 8:1, each of the 
three vectors provides direction towards social inclusion, and outlines the scope or 
146 
 
magnitude of that journey for the individual. From the perspective of the capabilities 
approach, this journey entails creating and utilising resources and practical opportunities 
required by the individual for valued functionings.  
Specifically, the results in this chapter reveal community practitioners’ perceptions of their 
clients’ experiences of exclusion, dependency and self-centredness and the practitioners’ 
perspectives of the barriers that curtail client’s progress toward integration, independence 
and other-centredness. Having identified barriers to the young men’s journey toward social 
inclusion, the next critical question is how community practitioners are able to access and 
apply resources in ways that create opportunities to facilitate that journey for their clients. 
In this way, the study seeks to identify which practitioner capabilities and functionings may 
be critical to their role in facilitating social inclusion for young men with MBIF.  
The findings in this chapter emerge from an examination of the data considered against 
each of three vectors of positive criminology.  
 from separation and exclusion to integration,  
 from dependency and powerlessness to independency and personal growth, and 
  from self-centredness to other-centredness. 
In Figure 8:1 below the capabilities listed in the central column of the figure have been 
identified broadly through interpretation of the data from the present study and were 
selected as those which could be seen to represent the potential capabilities set of young 
men with MBIF in re-entry and which also relate to the valued functionings identified by 
positive criminology, namely, integration, independence and personal growth, and other-
centredness.  
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Figure 8:1 Vectors of positive criminology positioned within the frame of 
capabilities and functionings 
 
8.2 From separation and exclusion to integration 
Practitioners provided examples of how they perceive the young men with MBIF to be 
marginalised from community, disaffiliated from the service system and from community 
practitioners by lack of a network of familial and community supports, by their experience 
of stigma of being labelled as having a disability and being a criminal, and failure over their 
lifetime to access entitlements. These were the identified barriers that cause young men 
with MBIF to “go back into the dark spaces in the community where no one sees them and 
where they know how to operate.” (Group 2 Practitioner 5:2). While practitioners sought to 
create relationships of trust with their clients in order to re-establish the young men’s 
connection with community, they clearly recognised in the behaviour of those young men 
the pervading effects of long-term marginalisation and the palpable impact of criminal 
stigma on the individual. Practitioners’ stories provided examples of the ways criminal 
stigma affected the young men’s attitudes and behaviour and how these, in turn, dissolved 
any sense of belonging or cohesion to community.  
Practitioners described how upon release, once separated from their community of 
inmates suddenly felt a sense of isolation as a “kind of social isolation that comes when 
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you spend a lot of time in custody…they've lost their community… almost not seen by the 
community. It can be a huge culture shock to all the guys” (Group 2 Practitioner 5:1). 
Isolation for young men came from their disconnection from family and friends when they 
“leave the jail and don’t have family that’s there to support them…leave the jail and have 
nobody” (Group 4 Practitioner 13:1). Most practitioners reflected that for many of the 
young men with MBIF, relationships with family were often fractured. Practitioners 
recounted stories of a number of young men whose relationships with family appear to 
have been damaged by their own anti-social behaviour and inability to manage anger. One 
story described the circumstances of a young man’s isolation from family who could not 
manage the challenging behaviour, “He'd come to me and say, ‘My mum doesn't want 
anything to do with me.’ There was a DVO [domestic violence order] out from his parents 
on him” (Group 3 Practitioner 10:2).  
And this disconnection from family led to ex-prisoners residing in places which 
practitioners believed increased the risk of re-offending and mitigated against the young 
men finding ongoing support. They ended up living in hostel type arrangements because 
they had not been able to maintain relationships with others. Practitioners reflected that 
“they put coming here [hostel] in their [parole] applications….it’s almost like a last resort 
(Group 1 Practitioner 3:1); “After this, it’s the streets or jail or lockup from playing up out 
there” (Group 3 Practitioner 9:2); and “This is the last resort. We will take the ones who 
have had [behavioural] issues at other hostels, who other hostels won't take” (Group 3 
Practitioner 10:1). 
Some young men were seen as not wishing to return to their home communities believing 
“everyone who knows me there knows what I've done, knows what I do, and they will 
perceive me as the criminal” (Group 2 Practitioner 5:1). Others were not permitted to 
return to their home communities by conditions of parole and they needed to make a new 
start in an unfamiliar community. These young men were seen by practitioners to be in 
urgent need of their support, especially if they were considered to have MBIF. Practitioners 
recognised that this group of young men were at significant risk of homelessness reflecting 
that “they’re not gonna be able to hold down accommodation because they don't know 
how to do that. Most of these guys don't know even what a lease is, what a lease looks 
like” (Group 3 Practitioner 10:2). Practitioners working in the homelessness program 
reported that at least 50% of their clients had involvement with the criminal justice system 
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and would likely continue to use the services of a homelessness hostel for some time. 
Practitioners observed the inability of vulnerable clients to access and sustain stable and 
suitable accommodation because of their behaviour explaining that “when they go for 
places a lot of people don’t like their appearance, a lot of people will knock them back. We 
get them into some places; then they trash it. They don’t know how to clean up” (Group 3 
Practitioner 9:1).  
Other practitioners stated that when clients with MBIF returned to a rural community, it was 
unlikely that the re-entry service could continue to maintain contact and provide support to 
dispersed clients, “When they get out they go back to a lot of rural areas. I don't get a lot 
with learning difficulties that stay in contact. No matter how much you offer to support 
them” (Group 2 Practitioner 8:2). 
Practitioners detected in many of their clients an unwillingness to discuss cognitive 
limitations and problems. Practitioners reflected that the client’s desire for normalcy was so 
strong that they engaged in a range of face-saving strategies to manage their peers’ and 
others’ impression of them. Several practitioners observed that this also led to clients 
refusing recommended services and supports if they perceived them to be for persons with 
a disability. The data shows that disability stigma was often identified by practitioners as 
the cause of clients’ attempts to screen and protect themselves from being labelled by 
practitioners as having a disability and from being shown to be weak amongst their peers.  
Client’s face-saving strategies reinforced for practitioners the need for sensitivity in 
determining how best to work with a client so that the client would give some consideration 
to the recommended services and supports, while at the same time respecting client 
choice. Researcher observations of practitioner-client sessions with clients who were 
identified by practitioners as having MBIF confirmed that practitioners dealt very sensitively 
with concerns for the client’s learning difficulties. With a client considered to have MBIF, a 
practitioner who offered assistance with budgeting and with preparation of documents for 
seeking employment had his offer knocked back by the client. During an observation 
session the researcher noted that “the practitioner, concerned that the client had indicated 
the need to take out loans through Cash Converters [fast high-interest lenders] after 4 
weeks post-release, asked the client if he needed assistance with budgeting, but the client 
rejected the offer” (Group 4 Practitioner 13: Observation 1).  
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Findings show that practitioners recognised the compounding effects on the young men 
with MBIF of carrying a personal sense of stigma about one’s perceived limitations and 
believed that they would succumb to and be negatively impacted by community attitudes 
and labelling. They recognised how this made it more difficult for them as practitioners to 
engage with and positively influence the client. Practitioners’ descriptions of how clients 
dealt with their MBIF appeared to fall into three categories of denial, avoidance or 
acceptance of the label. Most commonly, practitioners found that young men with MBIF 
denied having problems, “They don't always tell you it. Some are filled with shame, some 
just lie” (Group 4 Practitioner 11:2). Practitioners noted a very high level of resistance by 
young men with MBIF to taking up any offers of assistance stating that “You’ll see that 
especially with young guys that have learning disabilities get into a classroom with other 
guys who haven’t had difficulties with learning. They won’t step up and say, ‘I can’t read 
that.  I can’t do this’ in front of the others” (Group 1 Practitioner 3:1).   
When practitioners did broach the subject with clients, generally the clients sought to 
obfuscate the issue and withdraw, “They haven’t wanted to refer to it.  And they say, ‘I’m 
fine,’ and they’ll quickly shut down that conversation” (Group 2 Practitioner 5:2). 
Practitioners detected fear amongst clients of revealing any limitation or disability. One 
practitioner who had suggested the client attend special literacy classes drew a response 
from the client of "I'm not going in there… people will start giving me grief because of it. I'll 
start copping it for that. I'm not gonna be abused and picked on because I can't read and 
write” (Group 2 Practitioner 5:1). In some young men the stigma of disability spurred 
anger. One practitioner witnessed the effects on a young man’s self-perception and his 
reaction to being labelled. The practitioner recounted that, “The person behind the desk 
had turned around and said, ‘Go do a TAFE [adult education] course and learn to read and 
write correctly then come back and do the test [for a driver’s licence]’. Having that thrown 
in his face, and because he’s Indigenous, it has labelled him” (Group 2 Practitioner 8:2). 
Practitioners working with clients with MBIF saw the impact of stigma on these young men 
first hand when clients refused to follow up with disability support services to avoid being 
labelled even though practitioners believed those services would provide more 
appropriate, tailored support, “Most of the guys will actually not want to even consider a 
level three supported accommodation. They perceive that kind of accommodation option 
as demeaning” (Group 2 Practitioner 6:1); and “I have suggested that they link in with 
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services to support them but they don't want that. I don't know whether they think it makes 
them a failure” (Group 2 Practitioner 8:1). 
The data also revealed that practitioners felt that unless community attitudes toward 
offenders changed, their own efforts to assist clients were diminished. Practitioners 
expressed concerns about what they witnessed as negative attitudes amongst some 
service providers and in community towards their clients. They believed that criminal 
stigma sticks to all of their clients and that it particularly exacerbated the personal 
struggles of those clients with MBIF, and led to a greater likelihood of re-offending, 
“Someone like that with a brain acquired injury is let out of jail with no medication and no 
help other than us [volunteers]. And no money, no nothing, no ID [identification 
documentation] and the general public just don't get it that this can happen, and that's why 
they re-offend” (Group 4 Practitioner 12:2). 
Overall, practitioners believed that stigma of disability and criminal labelling amongst 
clients affected not only the clients’ self-belief and motivation to desist from offending, but 
also contributed to clients’ unstable relationship with others; their limited engagement with 
practitioners; an unwillingness to participate in services; and a lack of motivation to be 
included in community, believing that they would always be seen as a “crim”. Several 
practitioners offered the view that the most significant impediment to reducing offending is 
lack of willingness to change at the individual level, “He had already labelled himself as a 
criminal, but that's not the way it has to be and if he changes that label, he can change the 
way he thinks” (Group 2 Practitioner 8:2); and “Especially if they’ve been in there for a long 
while, it’s kind of like, ‘Well no one’s going to employ me. No one’s going to do anything for 
me.’  And you've got to keep telling them that ‘Yes, there are people out there that want to 
help you and don’t think you’re a bad person.’ ” (Group 2 Practitioner 6:1). Practitioners 
had an appreciative understanding of the long term effects of stigma and labelling on the 
already vulnerable and what they saw as a cycle of self-deprecation, “If they keep labelling 
themselves as a criminal, you can't change. If you keep saying you're dumb, you're not 
going to move on” (Group 2 Practitioner 8:2). 
Some practitioners noted inscrutable attitudes in the community, “And then I looked at all 
these different community organisations in the area and I’m just gonna be honest and say 
there was massive judgement. As soon as I mentioned that he’s a sexual offender, no one 
152 
 
wanted to touch him. No disability service would touch him because he was a sexual 
offender” (Group 2 Practitioner 7:1).  
Most practitioners considered educational deprivation to be a significant factor contributing 
to lifelong disadvantage for their client group, and particularly for those whom they had 
identified as having MBIF, “You can pick up sometimes their lack of education and [that] 
he may not have gone very far at school because he had learning difficulties and didn't 
cope with school” (Group 4 Practitioner 11:2). One practitioner suggested that early school 
leaving accounted for lack of early intervention to address limitations with lower intellectual 
functioning, “They would have recognised Asperger's earlier and then he could have had 
early intervention” (Group 3 Practitioner 10:2). In the areas of education and employment 
services, practitioners stated that although the need for literacy and numeracy skills 
training was strongly indicated for young men with MBIF, adult education providers did not 
respond to the particular needs of these clients or in a way that took account of the 
particular learning difficulties they experienced, “So, when they get out [of prison] and 
come here, we can’t find services for them. No other organisations are offering our guys 
services for numeracy and literacy at their level” (Group 1 Practitioner 3:1); and “There are 
some gaps in the services when we are talking about people with learning difficulties. 
There's no help” (Group 3 Practitioner 10:1).  
In summary, practitioners identified many forms of marginalisation, isolation and exclusion 
of young men with MBIF. Interventions were seen to be required for young men with MBIF 
according to the practitioners. However, these practitioners did not believe that within the 
scope of their own current roles and services, they could, for example, provide counselling 
and mediation toward family reconnection, address the lack of housing options and safe 
and stable accommodation for those with MBIF, provide ongoing personal support to their 
most vulnerable clients to build in them positive attitudes toward community.  
8.3 From dependency and powerlessness to independency and personal growth  
To a certain extent, some practitioners believed that poor engagement between 
community practitioner and young men with MBIF was a symptom of an attitude amongst 
the young men that they did not want to be seen as needy and dependent on others. 
Practitioners who visited clients in prison pre-release and those whose role was to provide 
support to the homeless, sought through their initial meetings with clients to establish 
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engagement, “Hopefully we can show that we are working and planning towards release. 
Hopefully having that rapport, when they get out, they feel they can trust us and contact 
us” (Group 2 Practitioner 5:1).  
While some community practitioners felt rapport could be developed in a prison setting or 
in the environment of the homeless hostel, others described how having to work in the 
sterile and alienating environment of the prison compromised the possibility of developing 
a therapeutic relationship. Practitioners spoke of the too short appointment times available 
for community practitioners with prisoners, “You're limited to how long you can spend with 
them, so you really don't get the time to really engage. When they get out they have no 
idea about how we can help them” (Group 2 Practitioner 8:2).  
Dependency for these young men was reinforced through the cycle of poverty within which 
they lived. Practitioners described the way in which the experience of poverty which 
confronted many of their clients significantly reduced their chances of achieving stable and 
independent living. They reflected the view that homelessness and offending most often 
were corollaries to poverty, “They need money to pay for basic things like clothing, and ID 
cards, drivers licence, birth certificate copy. Even though they may be able to get some 
emergency relief from Centrelink, it certainly isn't sufficient” (Group 1 Practitioner 4:2); and 
“When they're first released [from prison], generally, they're on the Newstart [weekly 
allowance from Centrelink] which is $250 [AUS]. And then the expectation is that they're 
able to clothe, feed, house themselves with $250 [AUS] and it's not possible” (Group 2 
Practitioner 7:2).  
Practitioners stated that for some young men with MBIF, living independently in community 
would require ongoing assistance in community which went beyond their own practitioner 
roles. They identified the need for these young men be able to access ongoing support or 
mentorship to continue to reduce the risk of re-offending, “They tend not to have any long 
term help outside in the community” (Group 4 Practitioner 12:1). Practitioners working with 
clients with MBIF found that they needed to assist clients with budgeting given the 
difficulties these young men experienced surviving on a welfare benefit. In some cases, 
clients experiencing homelessness were devoid of welfare income not having been able to 
comply or wish to comply with social security demands, “And we’ve always got guys that 
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aren’t on any income. Actually, we have ones who have been here [homeless hostel] for 
about a year but they can’t get income” (Group 3 Practitioner 9:1).  
Some practitioners felt that the inability of young men with MBIF to work towards 
independence was affected by a life of dealing with ongoing crises and emotional 
instability. Practitioners identified that for many of their clients, the time of release from 
prison was when clients were at their most vulnerable and at risk of breaching parole or re-
offending if they did not already have social supports in place. Some practitioners held the 
view that it was essential that vulnerable prisoners with no family support be met by a 
support person at the prison gate or at the remand centre gate or at the watch house gate 
at the time of release, “Most likely, they would be homeless for the night. They would sleep 
on the streets. Some would be desperate enough and anxious enough to recommit a 
crime, to get re-arrested, to get back in a secure place such as prison” (Group 4 
Practitioner 11:1).  
Practitioners identified what they observed to be higher levels of anxiety upon release 
amongst young men with MBIF who required assistance with the necessary re-entry tasks.  
One practitioner explained the practical aspects of support to the client on release day,  
I can help them on the day they get released, which is when they all need the most 
assistance. They have to go to the bank, they have to come back from the bank, 
and they have to sit and wait again at Centrelink to get called up to give them their 
bank account details. Like, little things that go wrong and in the end, they’re ready 
to explode (Group 2 Practitioner 6:1).  
Practitioners observed that many clients with MBIF were overwhelmed with the amount of 
information that they were required to absorb and understand upon release. In many 
cases practitioners needed to accompany clients to their meetings with parole officers to 
support the client and then to be able to explain parole conditions to clients after the 
meetings. One practitioner recounts that sitting in with a client at a meeting with the parole 
officer “opened my eyes to what the offenders who don’t understand feel like not having 
any idea what she said” (Group 4 Practitioner 12:1). Other practitioners believed that if 
they had not been there with the client with MBIF to assist at parole meetings and at the 
first post-release meeting with Centrelink, or to find immediate accommodation for the 
client on leaving the remand centre or the watch house, the client would have been at risk 
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of re-offending due to rising anxiety and inability to problem-solve in high stress situations. 
One practitioner describes a common situation which arises from this scenario, “It was half 
past five before he got out of the watch house. We don’t want them to go back to jail. 
These guys are almost set up to fail, so we will do what we have to, to assist these guys 
(Group 4 Practitioner 13:1). Doing whatever it takes, whenever it was needed reflects the 
greater flexibility exercised by the practitioners of the community volunteer group (Group 
4).  
In summary, community practitioners’ witnessed many barriers to the inability of young 
men with MBIF to live independently in community which they identified as contingent 
upon their having access to adequate personal financial capacity, and ongoing personal 
and social support. In their current roles, these community practitioners accepted that they 
could not influence structural impediments such as the arrangements for income support, 
could not ensure pre-release counselling to support young men with lesser coping skills 
and high levels of anxiety or pre-release programs to provide these young men with the 
skills for daily living and participation in community.  
8.4 From self-centredness to other-centredness 
Some practitioners expressed a view that young men with MBIF as well as most of their 
other clients did not think that much about others or the harm that thy might have caused 
to others perhaps because they had little faith and trust in others or were just overwhelmed 
with their own personal problems. Many practitioners stated that their first goal with clients 
was to establish a trusting practitioner-client relationship that would allow them to maintain 
a supportive influence on clients and relationship with the client, “Our philosophy is that we 
would like spend some time with them and get to know them as people, get to know their 
needs, get to know their aspirations” (Group 4 Practitioner 12:1). Trust and mutual respect 
is presented by many practitioners as fundamental to the practitioner-client relationship, 
“One of the most important aspects of the job is building their trust. Because if you haven’t 
got that with these guys, you’re wasting your time” (Group 1 Practitioner 2:1). 
During one of the researcher observed practitioner-client sessions, a young man with 
MBIF and mental health issues spoke to the practitioner of a relationship he had engaged 
in with a young woman over a period of a few days shortly post-release. The young man 
acknowledged how during that time he had been exploitative of her generosity toward him. 
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He had left without telling her but taken the gifts she had stolen for him (Group 4 
Practitioner 13 Observation 2). The practitioner commented to the researcher after the 
session on the difficulty for such young men to enter into trusting and thoughtful 
relationships that showed concern towards others. Practitioners often reflected upon their 
clients’ relationships with others, however, there was little data with which to draw out 
findings on the practitioners’ perceptions of their clients’ transformations from self-
centredness to other-centredness or of their own role in these processes.  
8.5 Practitioner functionings and capabilities in their current roles  
Most practitioners generally held the view that their role was one of enabling clients to 
have the confidence to do for themselves, “The biggest thing is that we really have to 
empower them. They have to have the confidence to go out and do what needs to be 
done. I can tell them how to go about doing it” (Group 2 Practitioner 6:1). Several 
practitioners believed that addressing the issue of marginalised identity needed to be 
addressed before any real progress could be made to successfully engage clients in 
community programs, “A lot of times, it’s merely giving them their self-confidence and their 
self-esteem back. Trying to work up a sense of self-worth and self-value” (Group 1 
Practitioner 2:1).  
However, while all practitioners noted the significance of their clients’ marginalised identity 
as a barrier to social inclusion, most did not consider it to be part of their role to address 
negative attitudes held by other services and by community members towards their clients,  
Interviewer: How do you advocate to other services for better programs? 
Interviewee: I don't think I've necessarily tried really. I think probably because of 
time constraints and just not having the ability to spend, maybe a day, trying to 
meet with each of the services and discuss what's lacking” (Group 2 Practitioner 
7:2).  
While practitioners noted the need for advocacy on behalf of their clients, generally 
practitioners in the funded services did not consider this to be a part of their roles. 
Practitioners often explored with clients whether they had family or friends who could 
support them once they returned to home communities, “The practitioner asked how the 
client’s relationship with his mother was going as the client had only recently re-connected 
with his mother. This seemed a positive aspect of his life and the client spoke of 
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developments with this mother quite freely” (Group 1 Practitioner 13: Observation 1); and 
“The case manager provided positive feedback on the value of the client’s connections 
with family and the efforts made by the client to visit family and noted that the areas 
nominated [for housing] would be near a supportive family member” (Group 1 Practitioner 
1: Observation1).  
In many cases, as recounted by the practitioners, the immediate family relationships could 
not always be relied upon for pro-social support to the client, but were nonetheless, in 
some cases, the only support available, “When asked about what was troubling him most, 
the client was more forthcoming, explaining that he has no one except his mother and ex-
partner [both former narcotics users] and was finding it hard going” (Group 1 Practitioner 3: 
Observation 1). In all of the practitioner-client sessions practitioners explored the nature 
and depth of support available to their client from family, friends and community and as 
part of the interviews practitioners spoke of the need for clients to engage with local 
community supports.  
Working with clients who demonstrated limited comprehension, communication and 
literacy skills required practitioners to work differently,  
I was explaining things to him, involving him in doing his support plan, I said, “This 
support plan that we're gonna do,” - “Do you want a copy?”  And he said, “No. He 
said, “Look man, I really can't read or write too well.” I said that's fine.  I said, “I will 
just go through it and explain it to you verbally.”  And then from there, every time he 
wanted to learn something he’d just come in here, sit down, we'll just talk about it. 
No paperwork. And then I said to him, “I need to take notes of what we’re doing so 
I’ll just do those.” And we talked about what I put in the notes (Group 3 Practitioner 
9:2). 
Many practitioners believed that they were following a strengths-based approach in the 
way that they worked with clients, including young men with MBIF. To describe this they 
used the language of person-centred and holistic planning and personalisation of supports 
describing these approaches as a strengths-based approach which builds “on strengths 
these men have and from there, expands and develops their skills. With people with 
learning difficulties in particular, we need to be using an approach that builds on strengths 
rather than focuses on their weaknesses or limitations” (Group 1 Practitioner 1: 2). In this 
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way practitioners believed that they could shift the focus from the individual’s limitations or 
deficits to the individual’s strengths, “You've got to work with what the client wants” (Group 
2 Practitioner 8:1); and “It's all about being able to identify the client’s actual 
strengths…based around the client's goals, not my goals, client’s goals only (Group 3 
Practitioner 10:1).  
The emphasis given by practitioners to individualised planning and support was based on 
the notion that working alongside an individual to plan for the future may instigate the 
individual to embrace a positive future. However, what had also become evident was that 
for community practitioners in the funded re-entry services and funded homelessness 
services, working alongside young men with MBIF would take much more time than 
caseload targets and pressures would allow.  
Several practitioners stressed the importance for the young men to have opportunities for 
positive experiences in their lives, enriched by cultural and recreational enjoyment. During 
a researcher observed practitioner-client session, it was noted that the practitioner drew 
the client’s attention to the value of the cultural activities in which he had become involved 
in his community, “The practitioner referred to the young man’s passion for art and how 
this is and could be a good thing in his future” (Group 1 Practitioner 1: Observation 1). 
Practitioners highlighted the positive impact of recreational activities in the lives of clients, 
One of the case workers up there was taking him fishing and I was in contact with 
him every couple of days, of course, ‘cause he didn’t have a big attention span. So 
he was feeling really positive about everything. He enjoyed it. He liked going fishing 
with this bloke. He liked organising his own dinner, and all I had to do was give him 
a call, and make him feel good about himself (Group 2 Practitioner 6:2); and  
He was in here [hostel], he was lost, he was on ice, he had trouble reading and 
writing. So then, yeah, he said, “I really wanna go to the gym to train and stuff,” so 
we set him up there. From there, he got comfortable with me and he spoke a lot 
more, and he opened up a bit more. So he would come and see me every few days 
and maybe say, “Hey, you know, this is what I'm doing.  I'm having fun doing this 
(Group 3 Practitioner 9:2). 
In the above two cases, the recreational activities which practitioners had helped to set up 
for these clients with MBIF were considered to have positively affected the lives of these 
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men. To these practitioners, life for men who were experiencing such deprivation and 
isolation from family and friends needed to include some type of joyful expression, some 
experience of independent expression that made them feel good about themselves and 
about life. It was not all about the young men’s skills deficits. In their endeavours with 
clients, these practitioners reflected the view that all individuals should be able to function 
in an environment in which the individual is able to cultivate the senses, imagination and 
thought; have opportunities to experience emotions expressed through attachments to 
things and people and be able to play and enjoy life.  
Practitioners who pursued for their clients opportunities to experience joy were the ones 
more likely to discuss their role in relation to the broader challenges in life for young men 
with MBIF. While for these practitioners the language of skills and abilities was considered 
a necessary part of the discourse for re-entry, they also explored the bigger questions of 
clients’ goals and desires. This complementarity of regard for both skills of instrumental 
value to re-entry as well as to the broader human aspirations and life goals provided an 
opportunity to shift the focus away from seeing disability as deficit. They took a more 
rounded view of the individual, broader than the individual’s needs, reflecting the broader 
notion of capabilities.   
Several community practitioners recognised this greater potential of their own capabilities 
to support young men with MBIF to negotiate their way into and through community. 
However, what is a key result in this regard is that while most practitioners from the funded 
services could not always be there at those significant moments when risks of harm and 
risks of re-offending were acute, community practitioners operating within the community 
of their clients be more likely and able to respond. Practitioners sought to build confidence 
and motivation in these young men and to nudge them toward positive familial and social 
relationships so that they could hope to achieve some level of independence, or at the 
least, interdependence - with a little help from their friends. Some practitioners considered 
that a valuable aspect of their role was to work with the young men to bolster their ability to 
think about what they wanted to achieve and who out there in the community might best 
support them in that direction.  
Table 8:1 below provides examples of practitioners’ valued functionings and capabilities 
as they were reflected by the practitioners. Achievement of these valued functionings was 
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found by the study to be affected by a range of structural and other barriers as previously 
noted in Table 6:1. 
Table 8:1 Examples of practitioners’ valued functionings and corresponding 
capabilities  
Functionings  Capabilities  
Having confidence to identify 
social and cultural contexts of 
working with clients with MBIF 
Participating in training and development  
Participating in social and cultural activities in the 
community that are relevant to that client group 
Being able to engage with 
clients with MBIF 
Applying time and skills in ways that make a difference 
for that client (manageable caseloads)  
Having adequate time with a client with MBIF to be 
able to understand needs and plan support 
Being able to activate 
responses for clients from 
other services  
Maintaining an active and reciprocal network with other 
practitioners and services 
Having a personally and professionally accepted 
identity in that sector or network 
Being able to support clients to 
cease offending 
Facilitating communication with clients and with the 
corrections agency (Probation and parole)  
Being able to link client into 
community  
Being embedded in communities and time to work in 
and with the individual and the community 
Being able to support the client 
to function in community in 
ways the client wants to do 
and be 
Being knowledgeable about MBIF 
Being knowledgeable about the re-entry process 
Being able to find ways to expand client opportunities 
and choice  
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Comparing this list of valued practitioner functionings which has emerged from the present 
study with potential practitioner functionings identified through the literature and listed in 
Chapter 3, there are some similarities such as the importance of practitioners engaging 
meaningfully with clients and with community. Points of difference between the two sets of 
functionings are also noteworthy. The functionings drawn from the literature place some 
greater emphasis on the importance of forming a therapeutic relationship between 
practitioner and client and also on the importance of practitioners being embedded (“being 
in the space”) with clients in the community. It is difficult to account for these differences 
between the functionings drawn from the literature and those that have emerged from this 
study, except to note that the studies referenced in the literature were mainly in relation to 
staff providing clinical, treatment services and probation officers in the UK. By comparison, 
as noted in Chapter 4 on methodology, the roles of practitioners involved in the present 
study were not of a clinical nature and tertiary qualifications in behavioural sciences were 
not a requirement. Workforce issues were not an aspect of interest to this study and will 
not be further addressed in the thesis.  
8.6 Envisioning future practice and valued practitioner functionings 
Practitioners spoke of needing more information provided to them as community 
practitioners about the clinical and learning needs of young men with MBIF; of requiring 
access to a community of experts upon whom they could call; and of envisioning better 
pre-release and post-release programs designed or adapted for young men with MBIF, “A 
practitioner really needs to have around them a therapeutic community that supports the 
offender and provides services and support that are really based on a particular individual 
and his needs” (Group 1 Practitioner 2:2); “We need to receive advice about the offender 
before his release to community particularly if they have been found to have some level of 
learning difficulty and if there has been an assessment and needs have been assessed” 
(Group 1 Practitioner 4:2); and “I’ve had a young fellow and I didn’t realise he couldn’t read 
or write until I picked it up after he got out of jail” (Group 4 Practitioner 12:1).  
Practitioners suggested that the service system needed to be changed to engender a 
more positive and rehabilitative approach to community reintegration for offenders, rather 
than a punitive approach that threatened offenders with return to prison. Future practice 
needed to focus on “showing him [the offender] that we really would like him to succeed in 
the community” (Group 2 Practitioner 5:2).  
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Practitioners believed that their clients’ hope of good community reintegration rested upon 
having others in their lives and that this was particularly the case for young men with MBIF 
who appeared isolated. Some practitioners spoke of wishing they could outreach and be 
there for clients who had moved to new communities, “In a perfect situation, we’d have 
more time for the outreach, where we can go and visit the guys on a regular basis even 
with family” (Group 1 Practitioner 2:2). However, other practitioners noted that young men 
with MBIF just do not to wish to engage with specialist programs and services due to a 
number of factors, including that they have had unsatisfactory encounters previously, 
“Often these men just don’t wanna see a counsellor. That’s a big problem with getting 
them counselling on the outside. They’ve obviously had counselling at some stage and 
they haven’t got on with a counsellor” (Group 2 Practitioner 6:2).  
Several practitioners discussed options for better pre-release programs for young men 
with MBIF,  
They need to have a special unit in the prison where for two months before the boys 
get out, they can go in there and they can learn how to cook, learn about how to go 
shopping, learn how to apply for jobs. All that would make so much of a difference 
for many of these young men who have gone in there at 17 and they haven’t 
actually had to deal with anything on their own in the community (Group 2 
Practitioner 6:2), and 
There’d be a broad range of services that could enter the prisons and provide 
programs.  But it would be good to have someone come in with real experience and 
knowledge around learning difficulties or people with disabilities or people with 
mental health (Group 2 Practitioner 5:2). 
Practitioners suggested the need to develop and have transitional accommodation for 
vulnerable clients including but not limited to young men with MBIF, “I wouldn’t want to 
push them into finding permanent accommodation. While they’re in a transition facility, 
you’ve got the opportunity to work with them in terms of finding employment, finding social 
outlets, and becoming productive members of the community” (Group 4 Practitioner 13:2). 
The role for community practitioners to support the young men in a transitional facility was 
seen as key to supporting re-entry, “so that they’ve got some hope of getting their head 
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around being free again without having to revert to committing some sort of crime because 
they can’t cope with the world as it is” (Group 4 Practitioner 11:1). 
Some practitioners felt that their own role could be enhanced if they had access to ready 
resources to respond to emergent problems with clients experiencing poverty,  
The other thing that would help a practitioner is to be able to have access to 
brokerage dollars and these dollars would be available to assist the offenders to 
move into the community. And also if a practitioner is able to offer some brokerage 
dollars, it may not be a lot but it may be something that makes a difference for that 
offender. It contributes to building a rapport between the practitioner and the client 
(Group 1 Practitioner 4:2). 
Most practitioners recognised that their role would be stronger if they could spend more 
time in the community. Practitioners working as part of the volunteer community based 
organisation placed greater emphasis on the role of community than practitioners from the 
funded services. The volunteer practitioners recognised the value of engagement with 
local community for both practitioner and client. On the one hand volunteer practitioners 
recognised that they did not reap the benefits of participating in inter-agency networks of 
funded organisations that might have been able to offer services to their clients, but they 
were part of a local community upon whose goodwill they relied to raise funds and to 
variously support their clients.   
The volunteer practitioners emphasised the gains to be had from recruiting ongoing 
support to clients through community and developing an organic relationship of care and 
respect amongst ex-prisoners and community, “My idea would be that they [ex-prisoners] 
could perform community work, so the people in the immediate community can see the 
benefit of them living there. It might be mowing old people's lawns” (Group 4 Practitioner 
11:2); and “They [ex-prisoners] could be assisted by community mentors. Mentors may be 
able to help the young ones coming out of prison with how to communicate and interact 
with others in the community” (Group 4 Practitioner 11:2). 
Another practitioner from the volunteer community organisation reflected that she and her 
colleagues had spoken of wanting to support the ex-prisoners to give back to community 
and to make restitution if that is what they felt they wanted to do, “I find the guys say 
they're then wanting to put something back. ‘I wanna come and help you. What can I do?’ ” 
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(Group 4 Practitioner 12: 1). She emphasised that to arrive at this point where the client 
offers to make restitution to community has come about after many years of working with 
these clients in the local community. Most practitioners in the re-entry programs were 
working with clients over a three to six month period. Practitioners as part of the 
homelessness program worked intermittently with some clients over a 12 month period. 
However the practitioners in the volunteer community program had remained in contact 
with some clients for a period of several years, “[My colleague] still has past clients who 
still call her, who she’s known for a number of years. It’s certainly not a six-month deal. It 
could be six years or 16 years sometimes” (Group 4 Practitioner 11:1). 
In summary, community practitioners had identified a number of ways that the criminal 
justice and community services systems together with the community could come together 
to create opportunities that would better support young men with MBIF. One of the key 
findings from the data is that these practitioners had perceived the need for relationships in 
the community that recognised that, for young men with MBIF involved in the criminal 
justice system, their positive participation in the community would depend upon 
relationships that were interdependent in a mutually beneficial way to both the young men 
and the community.  
8.7 Working toward independence or interdependency? 
Results indicate that while community practitioners’ as part of their role aimed to support 
clients’ independent living in community, they have identified a range of reasons that 
young men with MBIF need additional, different, and ongoing support. Community 
practitioners have recognised that, for young men with MBIF, a suitable aim is to develop 
interdependencies for them in community, “They want to be independent. They have that 
where they believe –well, I’m OK. I’m a tough guy. But most of them-99 percent of them do 
need that support” (Group 1 Practitioner 2:2).  
Results indicated that shifting young men with MBIF out of relationships of dependence 
will unlikely be achieved without mentoring at the personal and community levels and 
nurturing relationships of interdependency. Lack of independence is re-framed as 
interdependency and positive relationships based on interdependency provide 
opportunities to develop the capabilities of young men with MBIF. From these results it is 
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useful to consider that a fourth vector of positive criminology be developed as dependence 
from disability versus ability through interdependency.  
It was evident from the data that the notions of dependency and disability stemming from 
limitations were considered to stigmatise young men with MBIF. This reflects what has 
been part of the debate in the disability studies sector around the “problem of 
dependency”, described as part of the dependency paradigm which is based on the view 
that the individual is morally obliged to be self-supporting except in extreme circumstances 
where the individual has severe impairment and must be assisted by family, community or 
government (Smith, 2001). In his paper Smith criticises the “ideal of independence” and 
“self-reliance” abstracted from neo-liberal policies, and is critical of disability scholars and 
advocates who reify independence as the opposite of social dependence, stating that the 
ideal of independence is unattainable and not necessarily morally desirable. “In relation to 
disability issues, recognising the interdependent nature of individual and collective 
decision-making highlights further the myth of independent living” (Smith, 2001 p 595). 
What Smith reasons is that interdependencies are experienced by all people, not just by 
people with a disability. Recent empirical studies in the area of substance abuse 
interventions with persons who have MBIF found that not only is it possible but it is 
necessary to balance patient autonomy and self-determination with interdependencies 
through relationships that become both means and ends to individuals governing their own 
lives (Pols et al., 2017). Related to this have been studies that reinforce that in working 
with persons experiencing disability, the role of practitioners and care-givers is to enact 
networks and infrastructure which enable relational autonomy for their clients (Salami and 
Lashewiez, 2015).  
The notion of interdependency emerged from practitioners’ views that young men with 
MBIF require assistance and support to navigate life in community through long term 
relationships. This was based on their experiences of working with many clients whom 
practitioners considered to have lower than average intellectual functioning which they 
believed interfered with the client’s ability for practical reasoning. Practitioners suggested 
the need for young men with MBIF to maintain relationships with others (family, friends or 
mentors) who would be happy to be part of a relationship based on interdependency 
through which ongoing support could be provided. 
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Practitioners’ assumption that lower levels of reasoning in people with MBIF is not without 
some empirical evidence (McDermott and Langdon, 2016, Langdon et al., 2011). The 
findings by McDermott and Langdon of lower than average practical and moral reasoning 
amongst persons with mild intellectual impairment was discussed in Chapter 3.  
Practitioners described what they believed to be the role of an individual or a group who 
played an informal role in teaching, mentoring and guiding a young man’s re-entry and 
participation in local community. That person would always be approachable when the 
young man needed advice, information and help, “Having an allocated support person who 
can give the client intensive support. I think it's about teaching the client skills… so the 
client can then manage …in the community” (Group 2 Practitioner 7:2). There were 
differing views about whether that someone should be a funded service operative or an 
informal community mentor.  
However, in the absence of a positive informal network in the lives of many of their clients, 
several practitioners themselves tried to fulfil both formal and informal roles. One 
practitioner reflected on the way he provided some ongoing informal support to clients 
even after they had left the service. Referring to a young man with MBIF, the practitioner 
related how he assisted the client to participate in recreational activities which then 
evolved into other plans to find employment. In this case, the young man had been a 
frequent resident of the homeless hostel but he maintained contact with the practitioner 
whilst he managed to sustain stable accommodation and expand his participation in 
community activities, “I had a guy come and see me yesterday. He's not a resident 
anymore. He's living in his own place. So he would come and see me every few days and 
maybe say, “Hey, you know, this is what I'm doing.” (Group 3 Practitioner 9:2). 
Practitioners spoke of supporting clients to re-orientate themselves to community, “I’d take 
him to places he needed to go …it's going to take him more than once to be taught how to 
get to the bank. So I took him myself” (Group 2 Practitioner 7:2).  
Several practitioners reiterated that in their current roles they were unable to be an actor in 
the client’s informal community network and indicated that for a number of clients with 
MBIF, without positive direction and support given to them by a person who is regularly in 
their lives, the chances of complying with rules and obligations such as parole conditions 
remained very low.  
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A Senian concept that can assist to further explore this notion of interdependency is that of 
collective capabilities described in Chapter 3 as a network of relationships with others that 
allows the individual and others to act collectively and support each other through the 
combination of the capabilities of several individuals (Trani et al., 2011, Dubois and Trani, 
2009). The notion of collective capabilities provides a frame for developing a network of 
support for young men with MBIF in the community. It also infers a role for community 
practitioners to use agential voice to facilitate social cooperation at the community level in 
order to expand the capabilities of the young men through practical opportunities at that 
level.  
A related concept emerges from the work of community psychologists who theorise the 
potential for individual development of disadvantaged persons using the idea of 
“empowering community settings” (Maton, 2008). Practitioners who support an individual’s 
community reintegration play a role in nurturing the relational environment which “includes 
an encompassing support system, caring relationships, and a sense of community” 
(Maton, 2008 p 11). In recent years, the notion of “empowering community settings” has 
been further defined through the capabilities lens. The development of empowerment of 
the disenfranchised in community is seen as a process of creating and expanding 
capabilities (Munger et al., 2016, Shinn, 2015). It may not be possible for community 
practitioners working in funded re-entry services and homelessness services to take on the 
role of community development in this way given the focus of their roles at the present 
time. However, there may be scope in future to link re-entry and homelessness support 
services to processes of community development and empowerment. In this way 
practitioners in re-entry and homelessness would be able to collaborate with community 
groups to develop collective capabilities that might benefit vulnerable clients who are 
capability deprived. In this way, the potential role of the community practitioners can be 
seen as contributing to mediating structures of support in the community. 
Community practitioners working as part of the funded services generally did not portray 
themselves as having a role to engage and span the broader community on behalf of their 
clients. Results demonstrate that practitioners in funded services, given their operating 
instructions and capacity are unable to form and nurture relationships within local 
community on behalf of their clients, although some practitioners in the funded services 
would have liked to have been able to work alongside a client in community, “I will go out 
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and see some of the guys on the weekend. Some of the guys want the help and are happy 
to sit down and have coffee and we have a bit of a talk” (Group 1 Practitioner 3:2). 
Practitioners were aware of these limitations in their services that could not offer ongoing 
outreach support into community for their clients. Within this context, most practitioners in 
funded services would be unlikely to be able to explore the ways that collective capabilities 
could be achieved,  
We have such a small group [of practitioners] working with such a large population 
and the caseloads are going to prevent us from providing any kind of adequate 
support. It’s going to be brief, basic support work. It’s just going to be too thinly 
spread (Group 2 Practitioner 5:2).  
The needs of clients with MBIF who require more one on one support and guidance will 
likely not receive that level of support as long as practitioners in the funded services are 
required to meet current caseload targets, “If you have manageable workloads in this 
program, it is possible to achieve some good outcomes for offenders with learning 
difficulties” (Group 1 Practitioner 4:2).  
One practitioner whose caseload had been up to 130 clients saw the issue as simply one 
of inadequate time,  
They do have the ability to learn things, it's just more difficult than what it may be for 
you or me. It takes time. It takes patience. Well, look, if you are working with LD 
clients, your caseload has to come down (Group 2 Practitioner 7:2).  
The practitioners in the community volunteer organisation emphasised that they chose the 
number of cases they accepted based on demand and capacity, “We would rather work 
with a fewer number of clients and have a higher success rate of them not going back [into 
prison] than work with a whole lot of clients and most of them go back in” (Group 4 
Practitioner 13:2).  
Results also point to the greater potential for the volunteer-based community practitioners, 
through their community-led model for ex-prisoner support to be more likely to perform the 
role described by Maton as one which creates at the local level an “encompassing support 
system, caring relationships, and a sense of community” (Maton, 2008 p 11). These 
voluntary community practitioners are not encumbered by fiduciary responsibilities under 
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funding agreements. They are outliers from the corrections agency having some 
relationship with the agency which approves their entry to prisons to meet with prisoners in 
order to provide support, but they are not in a contractual arrangement with the agency. 
They undertake their work in the community with the support of the community and ex-
prisoners are aware of the altruistic nature of their roles, which in itself is a powerfully 
positive message to ex-prisoners.  
The literature which contributes to the overall philosophy and principles of positive 
criminology reinforces the notion that the re-socialisation process should provide 
opportunities for the individual to progress towards personal independence (Kewley, 2017, 
Ronel and Segev, 2015). The results from this study suggest that for the individual with 
MBIF to progress from a position of dependency to independence, they will need to rely on 
the capabilities of community practitioners and on opportunities for the development of 
collective capabilities in the community.  
The vectors of positive criminology offer a strong framework for thinking about practice in 
the community with vulnerable individuals and, based on the findings from the present 
study, it is proposed that this framework be expanded to include a fourth vector, namely, 
dependence from disability versus ability through interdependency in order to more fully 
acknowledge the circumstances of persons with MBIF.    
8.8 Conclusion 
In putting forward ideas for better approaches that would, in the practitioners’ views, 
enhance their role in diverting young men with MBIF from the criminal justice system, 
community practitioners are envisioning a new role in re-entry. The common theme in all 
the proposals by practitioners is that there must be someone in the community who is able 
to link the young men to formal and informal supports in the community. Their proposals 
portrayed the functionings of a community practitioner in re-entry as engaging young men 
in self-affirming activities that lead to the young men’s sense of self-worth; creating 
opportunities for play, recreation and joy in the lives of these young men; building links in 
community around the young men so that they can contribute to and benefit from collective 
capabilities of the community; and modelling goodwill and respect for others in the 
community.  
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Chapter 9 Discussion-conceptualising the role of community 
practitioners in re-entry 
9.0 Introduction 
Results presented in Chapters 5, 6 and 8 have put forward a way of understanding the role 
and practice of community practitioners in re-entry with young men with MBIF in terms of 
capabilities and functionings. In this chapter, the role of the community practitioner is 
further conceptualised through engagement with contemporary theory and evidence-based 
practice in re-entry and reintegration, with a particular focus on potential role of the 
community in mobilising resources and creating opportunities for the social inclusion of 
young men with MBIF.   
9.1 Need to enhance practitioner capabilities in re-entry services  
This section identifies the gaps and weaknesses in re-entry services with regard to the 
reintegration priorities for young men with MBIF. Consideration is given to the ways that 
these gaps and weaknesses can be addressed enabling community practitioners to spend 
time developing trusting practitioner-client relationships; to participate in the reintegration 
processes for these young men at the community level; to influence the attitudes of other 
practitioners and of community toward clients with MBIF; and to guide community-led 
approaches which in turn expand social opportunities for the young men.   
Creating social opportunities  
Many of the practitioners’ descriptions of what they actually were able to do together with 
what practitioners described as what they wanted to do demonstrated lack of opportunities 
for many valued practitioner capabilities and functionings. Forming trusting relationships 
with clients; shifting clients’ negative feelings about themselves; teaching life skills and 
modelling respectful relationships; influencing clients’ behaviour; referring to and 
supporting clients’ access to other services; and encouraging and supporting re-
connection with family were portrayed by practitioners as what they considered to be 
positive aspects of desirable practice in re-entry. 
The effective impact of their efforts were subject to the spaces of time and place in which 
they operated. Many spoke of not having opportunities to meet often enough and long 
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enough with clients in order to be able to develop and sustain meaningful practitioner-
client relationships; of having to meet in locations which did not allow for good 
communication between practitioner and client; of not having a mandate to influence other 
services in responding to complex needs clients whom they referred on; of not being able 
to provide outreach and ongoing support to clients once they re-settled in their community 
of choice. The spaces in which community practitioners in funded services operated were 
regulated by office hours and geographical service areas. This raises the question of how 
practitioners working in these spaces would be able to engage with the young men with 
MBIF who one practitioner described as “go[ing] back into the dark spaces in the 
community where no one sees them and where they know how to operate” (Practitioner 
5:2). What opportunities would practitioners have to pursue valued capabilities from their 
defined service settings?  For practitioners in services funded to reintegrate vulnerable 
individuals in community, the space in which they operated was incongruent with the task.  
Studies of practitioners working as part of probation and parole indicate that, despite the 
challenges of resource pressures curtailing time spent with individual clients, they continue 
to voice a commitment to meaningful engagement with the client, needing time to form 
practitioner-client relationships based on trust and wanting time to be able to respond to 
the individual’s changing needs (Grant and McNeill, 2015). Studies confirm the importance 
of the quality of the relationships between parolee-parole officer, client-therapist and client-
practitioner in mediating criminal justice outcomes (Blasko et al., 2015, Burnett and 
McNeill, 2005).  
Like probation and parole officers, community practitioners strived to develop trusting 
relationships with clients but, unlike probation and parole officers, they could not mandate 
client participation and they could not be guaranteed a designated period of time during 
which they would be continuing to meet with any client. Community practitioners operated 
in an environment where, generally, longer-term relationships could not be developed with 
clients. As noted from the results, many young men with MBIF chose to disaffiliate from 
practitioners and from services.   
Studies indicate that strong and longer-term supportive relationships with persons who 
have been involved in offending need to rely “less upon state services” and that there 
needs to be a “shift of focus towards the assets and resilience of their community” (Fox et 
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al., 2013 p 728). If this is so, then community practitioners need to be able to see 
themselves as members of the community who can influence opportunities for their clients 
in the community. The Circles of Support and Accountability (CoSA) initiatives (Fox, 2015, 
Clarke et al., 2015, Elliott and Zajac, 2015), offer an evidence-based example which 
highlights the importance of community members modelling for ex-prisoners a variety of 
ways that they can participate in activities of community. The review of the CoSA program 
by Elliott and Zajac compares the grass-roots community model of CoSA to the 
institutional model of CoSA, the latter receiving government funding while the former 
operating as a true grass-roots model. The authors comment that “[t]he apparent flexibility 
and freedom that comes with the lower levels of bureaucracy witnessed in the grass-roots 
approach to CoSA has allowed those sites to push forward and innovate where the 
institutional programs cannot” (Elliott and Zajac, 2015 p 119).  
What emerges from the present study is that not only do young men with MBIF require 
social opportunities to expand individual capabilities for social inclusion but community 
practitioners also require social opportunities to enhance their professional capabilities as 
practitioners in community. It was found that many of the participating practitioners from 
the funded services had difficulties achieving capabilities in relation to their ability to 
participate in community-based approaches for re-entry of clients. The evidence suggests 
that opportunities were not available for community practitioners to participate in 
community-based and community-led responses. 
Given the circumstances in which community practitioners involved in the study operated, 
they would need to overcome considerable operational barriers to be able to pursue what 
some practitioners referred to as a strengths-based approach described through the 
literature as an approach which identifies and builds on the strengths of the individual and 
of the community and seeks to support the individual to pursue personal goals in 
community (Hunter et al., 2016). Implicit in positive, strengths-based models of 
rehabilitation and re-entry is the idea that client, practitioner and community work together 
to identify the individual’s capabilities and that together they create practical opportunities 
that enable the individual to build on strengths.  
Planning and support processes used by the community practitioners generally did not 
include other services and groups from the community. Including members of the 
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community where the client lives has been identified as an important element of a 
strengths-based approach, however in most cases in the funded services, practitioners 
were not located within communities of settlement for their clients and thus did not always 
have a working relationship with other groups and agencies in the clients’ communities. 
Community practitioners from the volunteer community organisation spoke of drawing on 
community resources, reinforcing empirical evidence that community reintegration models 
which promote desistance include “the support of unpaid volunteers [as] a more powerful 
prompt to desistance than paid professionals” because volunteers model the value of 
altruistic endeavour in the community without seeking personal benefit (Fox, 2015 p84).  
The literature demonstrates that participation in community-led initiatives in itself creates 
social opportunities for growing practitioners’ professional relationships with other 
practitioners and other services and sectors. “The options that a person has depend 
greatly on relations with others” (Dreze and Sen, 2002, p 6 in Robeyns, 2005b p 109). For 
community practitioners, this would require a shift away from what was observed by this 
study to be a constrained function and punishing caseload targets which deprived 
community practitioners of engagement with the broader sectors and with community 
groups and organisations.   
Community organisations operating outside the risk paradigm 
While probation and parole officers have had to grapple with negotiating policies that focus 
their practice on risk management and compliance monitoring (as was earlier discussed in 
Chapter 2 on the literature review), non-government and community organisations 
continue to focus on rehabilitation and reintegration. 
 A study of UK probation practice illustrates that many practitioners working in probation 
and parole hold values that align with contemporary notions of rehabilitation stemming 
from the belief that offenders must be supported to exercise agency for meaningful 
rehabilitation; and that many hold misgivings about focussing on enforcement and 
compliance without sufficient emphasis on the quality of intervention that effects 
behavioural change in offenders (Deering, 2011). As earlier discussed in Chapter 2, this 
shift in focus in criminal justice systems from rehabilitation and reintegration towards 
controlling risk of re-offending (Feeley and Simon, 1992, Hudson, 2012) has served to 
place greater responsibility on the non-government and voluntary sectors in re-entry to 
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deliver the broader requirements for community reintegration, while probation and parole 
have focussed on issues of risk.  
Despite the increasing emphasis on risk management and compliance as part of probation 
and parole, the community practitioners as part of this study have maintained the broader 
visions of social justice which they accredited to the non-government organisations to 
which they were aligned. With no exceptions amongst the community practitioners they 
were committed to goals of rehabilitation and social inclusion. The findings suggested that 
practitioners considered their roles as a moral mission to end homelessness and to 
engender in their clients a sense of belonging, to support clients to overcome 
disadvantage and to reduce the chances of their clients’ return to prison. Practitioners 
expressed keen motivation and commitment to their role as facilitating clients through 
connection to the community.  
Studies indicate that different cultures co-exist amongst probation workers (Kennealy and 
Skeem, 2012, Worrall and Mawby, 2014). The studies of probation workers found that they 
demonstrated a commitment to social equality; a belief in the possibility of change and 
their ability to effect that change; a desire to be autonomous in their work despite 
perceptions that the organisation may not support this direction; a desire to be creative in 
ways that would likely not be supported by the organisation; and a belief that the 
relationship between themselves and offenders was crucial in achieving a reduction in 
offending. Despite the increasing policy focus on risk management within criminal justice 
systems, purportedly at the expense of a restorative objectives, the frontline continues to 
be driven by the restorative agenda for rehabilitation and reintegration.  
Community practitioners indicated that they believed that it was the expectation of funding 
agencies that social supports provided by community re-entry services will deliver a 
reduction in re-offending for all of their client groups. However, the literature suggests that 
community services and community practitioners working with the most vulnerable and 
complex client groups are not always resourced  differentially in accordance with the level 
of service required and that where this occurs, service gaps arise (Wasserman and Clair, 
2013). The results from this study illustrated how there were additional challenges for 
practitioners working with persons with a disability and MBIF and this raises the issue of 
how indicators of success and resources for success are measured in re-entry and 
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reintegration services by funding agencies and the extent to which they may or may not 
acknowledge the demands of working with and supporting individuals with MBIF to 
successfully reintegrate.   
Community practitioners working as part of services funded to deliver re-entry programs as 
part of this study confirmed that resources were not allocated in a way that accounted for 
the differential needs of clients. Some community practitioners in the present study felt that 
success of their work with clients with MBIF and complex needs should be measured not 
just in terms of avoidance of breach of parole or period of time spent out of homelessness 
and stable accommodation, for example, but through achievement of incremental steps in 
the development of skills and attitudes in clients that will contribute to, for example, longer 
periods of time out of prison over time. As one practitioner noted “he’d not been out this 
long before being returned to prison. He’d never been out for as long. So that was a win as 
far as I was concerned” (Group 2 Practitioner 6:2).  
Qualifications and skills at the frontline 
Studies have documented the difficulty experienced by community services in working 
effectively with marginalised and vulnerable young men (Sotiri, 2008). Some of the 
literature states that because practitioners are working with vulnerable clients who have 
complex needs and display challenging behaviour in community settings, specific and 
higher order knowledge, skills and qualifications are required (Wincup, 2002). Studies call 
for specialist skills and qualifications amongst community practitioners to work with 
offenders with cognitive impairment (Perini, 2004). On the other hand, some studies have 
indicated that specialist qualifications have not guaranteed the competency of probation 
teams working with ex-prisoners with complex needs (Torr, 2008). A study found that 
probation officers with no post-qualification or work-based learning programs specifically in 
the complex needs of persons with personality disorder had neither better nor worse 
competence in working with these challenging client needs than unqualified housing 
support workers (Shaw et al., 2011).  
The community practitioners in the present study were shown generally to have very 
diverse educational and professional backgrounds, only two had degrees in behavioural 
sciences and some had no qualifications (Table 4:1 refers). However, from the 
perspective of this study, what emerged is that the salient determinant of professional 
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efficacy appeared not to be the issue of formal qualifications but whether the practitioners 
had access to pertinent information about the needs of clients with special needs. The 
need for specialist training and development in working with young men with a disability 
and MBIF emerged as a significant gap in these services.  
In the disability field, professional and practice frameworks for working with individuals are 
based on respect for the agency of the individual, addressing the broad social needs of the 
individual, and applying a holistic approach (Ellem et al., 2013). In the study by Ellem and 
colleagues, the four key elements which underpin social workers’ practice framework are 
building relationships with clients; building clients’ individual resources; building clients’ 
knowledge and skills; and supporting decision-making by clients in order that they may live 
independently and safely in the community. This approach has pervaded the disability 
services sector for several decades and has now made its way into the lexicon of the 
criminal justice system.  
For many of the community practitioners, their ability to engage effectively with clients with 
MBIF presented the initial block to relationship building. All community practitioners stated 
that it had proven difficult to engage and remain involved in the lives of young men with 
MBIF. To explain the difficulty of engagement with these clients, practitioners spoke of the 
young men’s experience of stigma and labelling which led to the denial and avoidance of 
talk about cognitive limitations. Indeed the literature in relation to young persons with mild 
intellectual impairment highlights that this group generally has a strong sense of stigma 
about cognitive limitations that they experience, which together with higher levels of 
anxiety and depression than the same age cohort without MBIF, serves to make them a 
very hard group to reach and engage with (Jahoda et al., 2010).  
The extent to which community practitioners could maintain ongoing support arrangements 
with these young men appeared to be affected by the specified timeframes for service 
provision to clients set down by funded services or by their funding bodies, and the 
approach to practice followed by the practitioner contributed to difficulties with this hard to 
reach population group. Some of the participating practitioners in the funded services were 
required to work with clients for an intensive period of 12 weeks, others might work with a 
client over a period of 12 months, and practitioners in the voluntary community group 
worked with a client for as long as the client wished to remain engaged, be that for days, 
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months or years. It appeared that the voluntary practitioners were able, if the client wished, 
to form long term relationships with the client without concern that in doing so they might 
compromise service targets. 
The study has identified a number of the weaknesses in funded services, especially with 
regard to how services and systems enable and provide opportunities for community 
practitioners to work effectively with young men with MBIF. In the next section, the 
discussion engages with the literature to conceptualise the role of the community 
practitioner for the future.  
9.2 Theorising the role of community practitioners in re-entry 
Little theorisation has addressed the relationship between the criminal justice system and 
the community services system and this theoretical negligence impacts most in re-entry 
programs for vulnerable populations. As part of the present study, the role of the 
community practitioner is conceptualised within the social inclusion paradigm put forward 
by Oxoby (Oxoby, 2009) which was detailed in Chapter 3 on the conceptual framework.  
In this section the discussion of the role of the community practitioner draws on the results 
from the study and from the existing literature to present the two models for the role which 
have emerged. The first model presents the community practitioner as the link between 
the criminal justice system and the community services system, facilitating and 
coordinating referrals for clients into the community via the institutions of the services 
system. Some of the community practitioners, in this study who were part of the 
government-funded services adopted this role which here is described as the “boundary 
spanner” role. The second model presents the community practitioner as embedded within 
community working across community to create supports and opportunities for clients at 
the local level. Some of the community practitioners from the funded services and from the 
voluntary community organisations adopted this role which is described as the 
“personalisation of supports” role. Before expanding on these two models, the section 
begins with the social inclusion paradigm within which the role is conceptualised.  
Social inclusion paradigm 
This section draws from Oxoby’s paradigm for social inclusion which describes how 
individuals become socially excluded (Oxoby, 2009). Oxoby describes social exclusion as 
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a gradual and multidimensional process in which people experiencing poverty and 
disability enter entrenched disadvantage. From an economic perspective, he illustrates 
how and why the individual becomes and remains socially excluded from its resources and 
its institutions. Oxoby offers, by way of explanation, that the individuals experiencing 
disadvantage reach a point where they see no value in return for their investment in 
society. They adapt to the experience of exclusion and their choices are made as adaptive 
preferences. This understanding of social exclusion has also been reinforced through 
empirical studies such as studies that have examined the cumulative disadvantage of 
young adults in the criminal justice system (Lopes et al., 2012), and the effects of social 
exclusion on rational thought, aggressive behaviour and delinquency (Twenge and 
Baumeister, 2005, Emler and Reicher, 2005).  
Having thus described social exclusion, Oxoby proceeds to describe the way in which 
inclusionary social and economic policies can instigate inclusive communities which 
nurture and leverage collective capabilities through democratised processes that give 
agency and voice to the otherwise marginalised individuals and help to change structural 
inequalities. It is within this approach to social inclusion that the role of the community 
practitioner can be theoretically positioned. In the sections below, the discussion turns to 
consideration of how community practitioners can assume roles in the community to 
intervene and turn around exclusionary processes that have led to the exclusion of young 
men with MBIF.  
The “boundary spanner” model 
Community practitioners as part of this study operated within an environment tempered by 
the expectation of their funding agency that practitioners at the frontline of re-entry and 
reintegration would form part of a collaborative network of services which could provide 
supports for the ex-prisoner and for those at risk of homelessness. Various jurisdictions 
express this expectation differently but are essentially of the same intent. Correctional 
agencies describe funded re-entry service as offering a holistic, integrated service that 
provides assistance to persons leaving prison to find and keep somewhere to live, to help 
to set up community networks and re-connection with family, to help with referrals to 
welfare agencies, and to help with finding a job, particularly for people with complex needs  
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(Government of Western Australia, 2016, Queensland Government, 2016d, Crest 
Services, 2016).  
As was detailed in Chapter 1 through references to the classification of occupations in 
Australia, community service workers are expected to operate in a multi-agency 
environment within which there is growing demand for integrated services as part of 
programs being designed to deliver a wrap-around service for the client. In this context 
each practitioner must be clear of their professional role and function (Anning, 2001). This 
in itself is a difficult task because it requires combining different and distinct organisational 
cultures in delivering integrated services. Previous studies have demonstrated the 
problems. For example, a survey of 244 practitioners working in integrated teams with 
clients with mental health and cognitive impairment found that that there were concerns 
that inter-professional teams were not working well due, amongst other reasons, to the 
lack of understanding of the various participating practitioner roles (Larkin and Callaghan, 
2005). Some would argue that achieving collaboration by drawing from across 
organisational and professional boundaries in services to offenders has not sufficiently 
proven to bring observable benefits, (Shaw et al., 2007).  
In many jurisdictions there is the expectation that community service workers can bridge 
the gap between correctional agencies on one side and the community services sector 
and community on the other. These roles in the literature are referred to as facilitators, 
brokers, go-betweens or boundary spanners which operate to develop and maintain 
collaborative networks (Long et al., 2013). In a conceptual paper, Williams describes the 
boundary spanners as those people who “promote better coordination and integration 
……to meet gaps in service provision. Types of issues that stimulate boundary spanning 
are those of a highly complex nature that meander across different types of boundaries, 
some real and others socially constructed” (Williams, 2011 p 27). The notion of the 
boundary spanner was introduced as a key element for effective collaboration between the 
justice and mental health systems (Steadman, 1992). It was also examined for its utility 
among multiple partners in the delivery of youth justice and substance misuse services 
(Burney Nissen, 2010), and evaluated for its contribution to collaboration between 
government and not-for-profit non-government organisations (Isbell, 2012). Isbell refers to 
the boundary spanners as the “the people who mitigate the demand for flexibility from the 
environment” (Isbell, 2012 p 161).  
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The efficacy of coordinated and integrated services has long been a topic of research in 
community services (Maslin-Prothero and Bennion, 2010), and in recent years the 
research has also examined the nature of coordination and collaboration in relation to re-
entry services for offenders at systemic and program delivery levels. One study found that 
despite the allocation of resources for coordination of services around individuals in re-
entry, significant disconnects between the criminal justice system and partners in the 
community services system continued (Bond and Hoffer Gittell, 2010). Their study found 
that despite policies dictating the requirement for relational co-ordination amongst 
agencies whose work impacts on re-entry, the impact on outcomes for re-entry clients 
varied. In some cases, increased levels of relational coordination was associated with 
increased rather than reduced recidivism rates. The study concluded that the policies to 
drive relational coordination should continue to be examined in face of the evidence that 
“physical, psychological and social needs of offenders span across multiple organizational 
boundaries” (Bond and Hoffer Gittell, 2010 p 119). 
Studies also show that maintaining the relationship between probation and parole officers, 
the offender and the community service staff to whom the offender is referred by probation 
and parole can be demanding (Burnett and McNeill, 2005). In the UK policy and programs 
are increasingly placing greater emphasis on a systems approach across the criminal 
justice system requiring service integration and practitioner collaboration (Hean et al., 
2015, VanderWaal et al., 2008). This is particularly so in design and delivery of programs 
targeting offenders in community (Lane and Kangulec, 2012). Practitioners are required to 
collaborate and go beyond assessment and planning to case management, compliance 
management and continuing care and wrap-around options must meet physical, mental, 
social emotional and developmental needs of offenders (VanderWaal et al., 2008).  
However, not to be overly negative about the challenges of collaboration in this field, 
several studies have also illustrated the effectiveness of collaborative approaches as part 
of post-jail services. A US study of a cooperative model involving 60 social service 
agencies was shown to deliver positive outcomes for ex-prisoners (Yamatani and 
Spjeldnes, 2011). The factors contributing to the effectiveness of that cooperative initiative 
identified leadership from the community, as well as a significant investment in a large 
number of social workers (Yamatani and Spjeldnes, 2011 p 60).  
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The “personalisation of supports” model 
Community practitioners as part of this study spoke of the importance of the 
personalisation of supports for young men with MBIF as an approach which they 
considered to be based on person-centred planning, with resources and supports 
identified or developed with the individual’s needs and preferences in mind. The 
personalisation of supports for people with a disability has long been encapsulated in 
policies and promoted as best practice across the educational and community services 
(Harlock, 2010), and it is now gaining prominence in the rehabilitation, re-entry and 
desistance literature (Fox et al., 2013).  
Advocates for the replication of personalisation of supports from the social care system to 
the criminal justice system argue that the experiences and circumstances of the population 
groups targeted by social care overlap with the correctional population: both groups have 
multiple and complex needs; and they have both been subject to an over-reliance on 
institutional responses which, generally, have been found to be detrimental to the 
development and socialisation of the individual and the individual’s attempts to be socially 
included. There now is evidence of better outcomes through community-based responses, 
and holistic and individualised support for vulnerable populations. There is also increasing 
interest  in transferring this approach to the criminal justice system in a manner that is 
consistent with individualistic and a person-centred approached advocated by desistence 
researchers (Fox et al., 2013).  
Important also to the personalisation of supports model is the contribution of community 
and it role in supporting the individual. The literature in relation to the re-entry process 
does not to a great degree acknowledge the specific role of the volunteer sector and of the 
non-government community services sector. Most of the literature on the role of the 
volunteer sector in the criminal justice sector derives from the UK where Voluntary Sector 
Organisations (VSOs) are commissioned by government agencies to provide services in 
the community to offenders as part of, for example, Transforming Rehabilitation initiatives 
(Heddermann and Hucklesby, 2016). These funded VSOs, while primarily driven by their 
own organisational values and beliefs, nonetheless form part of the criminal justice system 
and are evaluated according to the bureaucratic requirements which accompany the 
funding (Tomczak, 2017). Tomczak suggests that the work of the VSOs is poorly 
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understood in the criminal justice sector. VSOs are commissioned or funded but they also 
utilise community volunteers as part of community friendship programs, for example, for 
isolated and vulnerable members of the community such as the ageing (Mountain et al., 
2017). Within this statutory environment, what might be called true volunteerism is more 
difficult to identify in the literature.  
The personalisation of supports model relates strongly to the discussion about building 
human and social capital as part of rehabilitation and reintegration programs that are 
based on a strengths-based approach. Advocates for the strengths-based approach 
propose the need for the individual with a disability to be able to draw on his or her own 
internal resources (human capital) and, that building those internal resources occurs over-
time, and also requires the contribution of other people (social capital) (Patterson and 
Thomas, 2014, Goodman et al., 2011). The concept of social capital is based on the 
recognition that some community members who experience social exclusion will need to 
rely on access to social capital to participate effectively in community (Murray, 2007). 
Once released from prison, for persons with MBIF, their vulnerability and marginalisation is 
exacerbated by poorly developed human and limited social capital to help them navigate 
the challenges of life outside prison. This has been shown to reflect very poor planning for 
this population group prior to release (Fox and Marsh, 2016, Shafer et al., 2014). It needs 
to be emphasised that for people with cognitive impairment, limitations are persistent ones 
rather than temporary (Harley et al., 2014). A strengths-based approach which factors in 
the strengthening of both human and social capital presents as arguably a good approach 
for young men with MBIF.  
In many ways, a strengths-based approach is similar to a personalisation approach as 
they can both focus attention on the person’s new life goals for community re-entry and 
reintegration. “An important component of living an offense-free life appears to be viewing 
oneself as a different person with the capabilities and opportunities to achieve personally 
endorsed goals” (Ward and Maruna, 2007 p 22-23). Choice and agency of the individual 
are central to both approaches and they require an individualistic approach building on the 
individual’s capabilities. Community practitioners working in re-entry can be envisaged as 
significant community actors who are the providers of information, advice, referrals and 
important social connections that generally assist in giving the ex-prisoner entrée to the 
social and economic market (Hattery and Smith, 2010).  
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To better understand the potential role of community practitioners in reintegration, it is 
useful to reflect upon the idea of co-production. The co-production process in community 
was initially developed as a concept to guide the development of professional services 
through strong engagement between service providers, community and service users 
where all parties make a contribution to the desired process and outcome (Bovaird, 2007 
cited in Weaver, 2011 pp 1041-1042). What is central to co-production is the primacy of 
individual agency and voice.  
If co-production, or deep personalisation, is not just about the production of agency 
[organisation]-devised interventions and support, but about interaction and 
negotiation with users, carers, families, volunteers and communities and the 
mobilisation of their resources in the design and delivery of services, then it requires 
that professionals, politicians and policy makers find new ways to engage and work 
with these groups (Weaver, 2011 p 1042).  
However, some care does need to be exercised so that co-production processes which 
invite broad community participation do not dilute, lose or minimise the voice and agency 
of an ex-prisoner with MBIF. User voice, while comfortably accommodated in the 
community services system might be more difficult to operationalise in the criminal justice 
system in which the user has been subject to involuntary and compulsory involvement in 
services. Additionally, from the results of the current study we might also have reason to 
be concerned that the voice and agency of community practitioners working in re-entry 
may also be marginalised in the co-production process, thus minimising the practitioners’ 
extent of influence in the mobilisation of action at the community level for clients as part of 
reintegration.    
Looking then to new insights from criminology as to how citizens who may be marginalised 
by their criminality can play a role in co-production processes, the contemporary 
desistance literature offers a useful perspective. This literature emphasises that 
rehabilitation and reintegration are not encapsulated with just physical re-entry to 
community but require from the ex-prisoner a commitment to return to the community by 
“earning one’s place back in the moral community” and demonstrating their value to the 
community (Burnett and Maruna, 2006 p 84).  
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The positive criminology approach, which includes and values strengths-based models of 
reintegration includes a moral dimension which focusses on the individual taking 
responsibility for moral outcomes of their decisions and behaviour. In this sense morality 
implies that the individual abstains from acts that cause suffering to others and engages in 
acts that promote their own and others’ wellbeing (Ronel et al., 2013b). This concept of the 
importance of the ex-prisoner choosing to return to moral community is reflected in some 
small way also through the present study by the volunteer practitioners who suggested the 
value of ex-prisoners performing “community work so the people in the immediate 
community can see the benefit of them living here” ( Group 4 Practitioner 11.2).  
Section summary  
Opportunities for community practitioners to play a constructive role in creating 
opportunities for young men with MBIF to resettle in community will be more likely 
achievable under the “personalisation of support” model in which community practitioners 
are embedded in the local community of their clients. Within the ”personalisation of 
supports” model, the notion of the critical voice and agency of the community practitioner 
is more likely to come alive on behalf of the clients as part of the social and collective 
action in which practitioners will participate in the community.  
Under the current model of funded re-entry services, based on the findings from this study, 
it is difficult to discern how community practitioners’ voice can assume critical agency 
required under the personalisation of supports model to lead collective action in 
community on behalf of marginalised clients. According to the work of Bifulco on 
citizenship, agency and voice, an individual’s agency needs to be embedded within the 
social and institutional processes that can lead to freedom of choice, to community 
participation and social inclusion (Bifulco, 2013). Her work provides a guide for enhancing 
the role of community practitioners working in re-entry. Based on the study’s findings, 
unless the role of the community practitioners working in re-entry were to be re-visioned to 
render them ably embedded in community and un-shackled from some of their current 
managerial restrictions, their agentic influence will remain ineffectual. This is not intended 
as a criticism of the individual practitioners who participated in the study but of the 
containment of their voice and agency by their then stated roles and the environment 
within which they operated. With regard to the community practitioners from the volunteer 
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community organisation, their roles were consistent with the “personalisation of supports” 
model.   
9:3 Conclusion 
Contemporary re-entry literature in the criminal justice field suggests that  pathways to 
ending re-offending should occur through building human capital in ex-prisoners, and 
through the development of social capital in community (Hattery and Smith, 2010). What 
has been presented in this chapter indicates the potential for community practitioners in re-
entry to play a much more significant role in the community to support young men with 
MBIF.  
Expanding the capabilities of community practitioners requires building capability of voice 
for community practitioners with which to advocate for their clients, a function few 
practitioners in the study felt that they had a mandate or the capacity to do. According to 
Walker and McLean, the questions that community practitioners must now ask are:  
What are my clients or the communities I work with actually able to do and to be? 
What opportunities do they have to be and to do what they value? How do social 
arrangements have an influence on expanding their capabilities? (Walker and 
McLean, 2015 p 63). 
To do this requires a re-visioning of criminal justice services and changes to the role of 
community practitioners to become strongly embedded in community in support of their 
clients as part of as part of community-led efforts that facilitate individual clients’ 
progression toward interdependency through nurturing of collective capabilities in 
community.  
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Chapter 10 Conclusion and proposed future research 
10.0  Introduction  
This chapter summarises the key results from the study in relation to each of the five 
research questions and puts forward several key directions for future research to support 
community reintegration of young men with MBIF.  
Further research is proposed including devising a capabilities framework for the role of 
community practitioners not only for their work with young men with MBIF, but for their 
work with all vulnerable clients in re-entry and reintegration. The following discussion 
proposes that the framework be underpinned by the goal of social inclusion and take 
forward the already well-evidenced principles of practice in positive criminology. The 
research to develop this framework would lead to the design of a set of capabilities for 
community practitioners to create and build opportunities for enhancing client capabilities 
as well as collective capabilities in the community.  
The chapter also includes a section on the limitations and strengths of the study and 
concludes with the researcher’s reflections on the contribution of the study to knowledge.  
10.1 Summary of results from the study 
How do community practitioners understand the purpose and influence of their roles in re-
entry and reintegration?  
When the community practitioners were first approached by the researcher to discuss their 
role they began by framing it within organisational goals which positioned them as workers 
motivated by both social justice outcomes for their clients and as agents for social 
development and community safety. This was not surprising given the social justice visions 
of the non-government organisations for which they worked. As they were invited to 
explain their role in more specific terms, there emerged a more nuanced understanding of 
their roles and practice. It became apparent how their current roles and practice were 
rooted in their previous life and developed from the influences of former work experiences 
and past educational and professional opportunities.  
Practitioners reflected how they had aligned their roles in ways that took account of their 
own thinking about offending and disadvantage. Speaking about their roles within the 
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broader context of crime and disadvantage led to some practitioners expressing feelings of 
being overwhelmed by the challenge of their roles. What they believed is that through their 
own roles at the frontline they could create some immediate opportunities for young men 
with MBIF but that they did not have any chance of influencing the policies and systems 
that impacted the outcomes for many of their most vulnerable clients.  
Speaking at the practical level of how they worked on a daily basis with individual clients, 
most practitioners felt some sense of doing public good within the parameters afforded 
them by their organisation. However, in describing their roles and agency as frontline 
practitioners they acknowledged that it would be better if there were information sharing 
and cooperation between their service or group and other services from across the 
broader community services sector. Practitioners had suggested that relationships with 
others in the sector were patchy and often unproductive in terms of the level of support 
that could be harnessed from other services on behalf of their clients. In this sense, their 
role was marginalised and impoverished by their perceived lack of support from the 
broader sector.  
It is difficult to form a view of how closely community practitioners felt their role to be 
aligned to the criminal justice sector. While only two of the four groups were working in 
programs funded by the corrections agency, only the group whose services were 
mandated for parolees (Group 1) reflected some relationship with prisons and parole 
officers, but also took care to differentiate role and function between prison and parole 
officers and themselves as community practitioners. Any fiduciary relationship between 
community re-entry and reintegration programs and the correctional agency (through its 
prison or parole services) did not emerge in the views of the practitioners when discussing 
their roles. There was not an overarching view amongst practitioners that indicated if, how 
and to what extent re-entry was linked to the criminal justice system other than as one of 
several community agencies to which prisoners may be referred for information and 
support. Not at any level did it become apparent that there were formal and integrated 
relationships between the criminal justice system and the broader community services 
sector of which these frontline community practitioners were aware.  
Interestingly, the two groups funded by the corrections agency sought to comply with 
caseload performance targets set by that agency, and they believed that their roles were 
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broadly consistent with the policy settings and performance requirements of the funding 
arrangements. However, it was shown that the level of consistency occurred at a very 
broad level, because at the individual level practitioners worked in various ways. They 
demonstrated very different approaches to practice, even amongst practitioners in the 
same group. Some differences stemmed from the deeper differences of professional 
perspective which affected how far they believed they should intervene in nudging clients 
to do something that the practitioner thought was in the client’s best interest versus 
enabling client agency and choice.  
Of interest to this study was whether community practitioners saw themselves as having 
an active and responsible role in relation to providing additional support for clients with a 
disability or MBIF. While practitioners reflected that many of their clients were extremely 
deprived and were likely to experience problems that possibly stemmed from lower 
intellectual functioning, they did not see their roles as being responsible for providing 
community support for persons with a disability and MBIF. Most practitioners found that for 
young men whom they considered to have MBIF, their role could not respond to the range 
and depth of client need. Practitioners believed that other formal disability services and 
informal groups in the community should provide appropriate and ongoing support to these 
young men with special support needs. In this sense they bracketed their role as one 
which could not deliver the breadth of reintegration support required for clients with MBIF. 
However, the results of this study together with indications from prevalence studies of 
prisoners in other jurisdictions in Australia (Baldry et al., 2012) and internationally (Murphy 
et al., 2017) would indicate that when community practitioners are working with offenders 
in re-entry and reintegration programs, they are likely to be working with a significant 
number of offenders with lower intellectual functioning. Ipso facto, they would form part of 
the frontline of community support for people with MBIF, even if that is not acknowledged 
by criminal justice and community services agencies.  
What do community practitioners understand to be mild to borderline intellectual 
functioning (MBIF) and how it may present in young men involved in the criminal justice 
system?  
When asked by the researcher if they could identify clients with MBIF, all practitioners 
appeared tentative and lacked the confidence to believe that they could identify clients 
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whom they considered to have MBIF. For the most part, they identified MBIF by observing 
behaviours that indicated some level of cognitive limitation, but were not sure if the 
cognitive limitation could have been as a result of developmental delay, long-term social 
and economic deprivation, problematic substance use, and/or mental health issues. 
Identifying clients with MBIF was a very difficult task for many of the practitioners because, 
as practitioners reflected, so many of their clients experienced at least some of these kinds 
of limitations.  
Practitioners talked about their general client group, and emphasised how most of their 
clients required support additional to that which could be provided by the program to meet 
clients’ diverse and significant needs, making a case that any special needs and supports 
that could be identified for young men with MBIF would also be of great need and benefit 
to many other young men in their client group. They identified client needs and limitations 
which to them indicated lower intellectual functioning in some compared to the general 
population of clients whom they supported. They described these limitations as occurring 
across a range of executive functions in the individual such as with planning and problem 
solving, inability to sustain attention, poorer levels of arithmetic skills for understanding 
how to budget and poorer levels of reading and writing skills, lack of coping skills, and 
much poorer levels of understanding when dealing with complex issues and tasks.  
Practitioners often commented that the clients whom they considered to have MBIF would 
require ongoing support in the community. The nature of this support, as it was described 
by practitioners, ranged from support for daily living through to emotional support and 
guidance for the longer term.  
Practitioners stressed that without screening and diagnosis by other tertiary or specialist 
agencies, or unless a diagnosis was disclosed to them by the client himself, they were 
applying their best intuition in understanding MBIF in clients. This was not surprising in 
light of the many other studies in Australia and overseas on how police, the courts and 
prisons flounder in trying to identify people with a disability and MBIF without the 
assistance of screening and diagnostic assessments (Douglas and Cuskelly, 2012, Jones 
and Talbot, 2010).  
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How do these practitioners see the effects of MBIF on the lives of young men engaged in 
offending behaviour?  
Practitioners were able to describe the impacts on clients’ daily lives as a consequence of 
limitations such as illiteracy, innumeracy, poor communication and comprehension, poor 
self-care, and impulsivity. The impact of the young men’s behaviours on strained 
relationships with family, partners and friends was often witnessed by practitioners.  
Practitioners identified the effects of stigma of disability on the young men’s identity and 
self-esteem and higher levels of anxiety than in other clients. Some practitioners reflected 
upon what they called the doubling for this population group of the impact of criminal 
labelling as well as the stigma of disability. Young men with MBIF were most likely to not 
want to receive support options which may label them as having a disability and they 
would almost always turn down those options. They indicated that the young men with 
MBIF believed that the community would single them out for negative attention based on 
labels of disability and criminal history. Many practitioners believed that the stigma of 
having cognitive limitations was for many young men with MBIF the reason that they 
disaffiliated from services and did not wish to engage with the practitioners.  
Practitioners observed that for those with MBIF there appeared to be a strong relationship 
between the young men’s cognitive limitations, poverty and offending that contributed to 
loss of entitlements (such as accommodation), loss of familial and other supports, which in 
turn created a set of circumstances that led to a cycle of re-offending. Some practitioners 
spoke of the difficulty some young men with MBIF had understanding probation and parole 
requirements and others spoke of the problems some young men had with understanding 
the consequences of breaching requirements and of re-offending as explanation of what 
they saw as high levels of recidivism for this group.  
The study’s results have led to the proposal (discussed in Chapter 7) that the social 
exclusion experienced by young men with MBIF may be better understood in re-entry and 
reintegration by practitioners as capabilities deprivation. This offers practitioners a more 
useful way of understanding the needs and capabilities of vulnerable clients. Applying an 
understanding of capabilities deprivation engages practitioners to take account of the 
young man’s valued functionings and to identify the corresponding capabilities, along with 
contributing factors that can either deprive him of capabilities or enhance capabilities. This 
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approach has implications for the way the roles of community practitioners are 
conceptualised within re-entry.  
How do practitioners describe how they take account of MBIF when working with this 
group of young men? 
Community practitioners were challenged by the variability and intensity of the needs of 
young men with MBIF. At a practical level, practitioners saw that their roles with these 
young men demanded intensive assistance in relation to daily living and survival, which 
generally practitioners in the funded services considered to be beyond the scope and 
capacity of their roles. To summarise, working with clients whom they considered to have 
a disability or MBIF required more time to explain, to demonstrate, to guide and model, to 
teach, to find accommodation options, and to locate and link to appropriate services and 
supports. Practitioners found that many of the young men with MBIF had comorbid mental 
health and health issues. In such cases those groups of practitioners whose organisations 
had formal links with or were co-located with medical and mental health teams (Groups 1 
and 3) were able to link directly to health and mental health services for advice and 
support for clients with complex needs.  
For those groups of practitioners whose organisations did not have formal links with 
mental health and medical services, and whose clients lived in various accommodations 
across the local and farther communities, constructing a coordinated response to multiple 
and complex needs was very difficult and was not seen as effective. Little surprise then 
that when asked to configure ideas for better future responses, practitioners spoke of their 
clients having access to a therapeutic community model in which clinical and other 
services are coordinated in and around the needs of the clients and that this was seen not 
only as a support to their clients with MBIF.  
When asked by the researcher to account for how they took MBIF into account, there was 
little discussion about their work with Aboriginal and Torres Strait Islander young men, 
even though a few practitioners spoke of working with Aboriginal young men. Generally 
these practitioners were unsure and ambivalent about their role and practice with 
Aboriginal young men believing it best to refer them to indigenous organisations wherever 
possible. The extent to which this was as a result of the practitioners’ lack of ability to work 
in the more complex cross-cultural context or whether it was seen as in the best interests 
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of the client that they be referred to an indigenous organisation, could not be sufficiently 
explored by this study and remains an area requiring further research. 
What do practitioners propose as better approaches that would enhance their role in 
diverting young men from the criminal justice system? 
Community practitioners spoke of ways that the re-entry and reintegration system could be 
improved for these young men and how options for community-based support could be 
developed. Their ideas extended from provision of transitional accommodation, special 
education programs, extending also to the need to change mainstream community 
attitudes towards this group of young men. However, most community practitioners wanted 
some fundamental changes to improve the re-entry process in a way that would enhance 
the efficacy of their own roles and functions. These included better screening and 
provision of information about ex-prisoners with a disability or MBIF to community services 
and access for themselves and their clients to knowledge and expertise in disability and 
MBIF.  
Overall, the practitioners recognised the significant challenges confronting clients with 
MBIF, and also themselves as practitioners. Community practitioners reflected the views 
that funding arrangements with government constrained them in their efforts to make any 
significant difference in the lives of this group of young men. Practitioners noted the push 
back from other services which also found it difficult to provide supports for those with 
MBIF who challenged their service environments with poor adaptive behaviour and anti-
social or offending behaviour.   
Potency of practitioner voice and action for those in the funded services seemed limited by 
a lack of community neighbourhood relationships. Generally, the funded community 
practitioners were not members of the same communities as the clients. By contrast, the 
voluntary community practitioners were embedded in the community within which most of 
their clients operated, at least in the short term, and sometimes in the longer-term. These 
practitioners by necessity and by preference were able to provide support without reliance 
upon government funding and drew upon the resources of the local community to facilitate 
their client’s re-entry.  
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10.2 Key findings 
From the analysis of the information emerged a number of key, overarching findings about 
the system of re-entry and community reintegration.  
Community practitioners working in re-entry with vulnerable clients, if embedded in 
community, supported by the broader community services sector, and enabled to engage 
with the community to develop local supports and opportunities for young men with MBIF, 
will likely have greater potential to impact positively on the social inclusion of these young 
men.  
A re-visioning of the current model of community re-entry and reintegration, will benefit 
from the development of a capabilities framework for community practitioners based on the 
functionings and corresponding capabilities identified through this study to offer a coherent 
approach that addresses re-offending by young men with MBIF through personalised 
approaches.   
Young men with MBIF comprise a likely small yet identifiable cohort within a larger cohort 
of vulnerable persons in re-entry requiring ongoing support for their reintegration in 
community. Further research based on a capabilities approach could provide a better 
understanding of the experiences of exclusion experienced by these young men to better 
inform social and economic policies.  
10.3 Further research into a capabilities framework for community practitioners  
The results of this study suggest the value of further research to inform the development of 
a capabilities framework for community practitioners working with persons with a disability 
and MBIF involved in the criminal justice system. This framework would be underpinned by 
the goal of social inclusion and driven by the principles of practice promoted through 
positive criminology.  
This study has utilised the capabilities approach and positive criminology to interpret and 
give meaning to the stories of the community practitioner working in re-entry and 
reintegration with young men with MBIF. This thesis has argued that there is value in 
conceptualising the role of community practitioners through a capabilities framework 
focussing on those capabilities and functionings that support positive practice in the 
community. Further research can build on the theorisation of the role of community 
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practitioners presented as part of this study (Chapter 9) and as conceptualised in Figure 
10:1 below.  
The framework represented in Figure 10:1 offers a multilevel view of the capabilities and 
functionings of both community practitioners and their clients with MBIF. The context for 
the diagrammatic representation is capabilities and functionings for social inclusion.  
A significant aspect of this diagram is that the practitioner-level capabilities and 
functionings relate directly to the clients’ resources for enabling capabilities. In this way, 
practitioners contribute as part of the resources available to the client in their journey 
toward social inclusion.  
It is intended by this framework that resources available to the community practitioner can 
be converted into practitioner capabilities and community capabilities, inferring that, 
collective capabilities in the community contribute to the enhancement of young men’s 
capabilities and functionings.  
The significant intermediary step in this process towards achieving valued functionings for 
practitioners is the exercise of agency and voice, and for the young men with MBIF, it is 
the exercise of agency and choice.    
The relationship amongst practitioners, clients and community is intended to reflect the 
value of interdependent and collective approaches that can be developed when a 
community practitioner is embedded in community, a key proposal discussed in the 
previous chapter. Thus the reintegration and social inclusion of young men with MBIF is 
contingent upon practitioner capabilities exercised within the community where clients live. 
 
 
 
 
 
 
 
 
195 
 
Figure 10:1 A framework for the social inclusion of young men with MBIF 
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To support such a framework for social inclusion, community and government agencies 
would become capabilities friendly organisations with policies which focus on resourcing 
and enhancing practitioner capabilities and creating opportunities for practitioner 
functionings to flourish. This builds on the concept promulgated in previous studies by 
Subramanian and his colleagues, described in Chapter 3 on the conceptual framework, 
which demonstrated how capabilities friendly organisations can use the capabilities 
approach as a methodological tool with which to consult and collaboratively identify and 
develop worker capabilities and functionings within the work environment (Subramanian et 
al., 2013, Subramanian and Zimmermann, 2013). Community practitioners working with 
community members and with the individual in re-entry can collaborate to create practical 
opportunities to build the collective capabilities of the community that in turn can support 
ongoing relational interdependencies in the community for the individual in re-entry. 
In the present study, practitioners across the funded services and in the voluntary 
organisation placed considerable emphasis on the need to support clients through a 
personalised approach. Practitioners described how they sought to uplift the client’s sense 
of self. A key message from the community practitioners was that they needed be able to 
instil in their clients a sense of hope that they would be able to join and become part of 
community. Practitioners spoke of their obligations to clients as encompassing the need to 
empower them, to build positive self-esteem, to engender hope for a better future, to 
nurture positive and reciprocal relationships with others and to guide them toward positive 
participation in community in which they could benefit from networks that can generate 
opportunities in the community.  
This study has pointed to the need for further research to examine the ways that 
community practitioners working with young men with MBIF who have been involved in the 
criminal justice system can act as public good professionals (Walker and McLean, 2015)  
to exercise capability of voice with other services, community groups and the broader 
community towards the development of public good capabilities that support offender 
reintegration. Through this study it has been possible to identify a capabilities set for 
practitioners working in re-entry as part of a new model for offender re-entry and 
reintegration services in which the practitioner is embedded in community. This was 
possible based on community practitioners’ expressed views of what they envisioned as 
better supports in the future, and also based on the new directions in positive criminology 
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which have been previously been described in this thesis (Ronel and Segev, 2014 pp 
1395-1396, McNeill, 2012 p 10) .  
Structural barriers would need to be addressed through changes to policy settings and 
systemic changes that enable flexible arrangements for re-entry and reintegration of 
clients with MBIF. Additionally, there would need to be targeted resources for programs to 
develop community attitudes that support these enhancements. Resources would need to 
be targeted to practitioner learning and development programs that develop skills for 
working in partnership with community, skills development programs for clients with MBIF, 
and programs of community awareness, education and development to support mentoring 
of young men with MBIF in re-entry in community.   
Community organisations would need to value workers’ capabilities which involve workers 
in designing how to support and enhance capabilities of clients with MBIF, and which 
enable workers to co-produce responses on the ground with community. Organisational 
culture, policies and managerial priorities would need to prioritise resourcing of knowledge 
development, specifically, knowledge and understanding of MBIF. In this regard this study 
adds to the previous studies and reports that have shown that there is a significant and 
concerning lack of information about the prevalence and special needs of individuals with 
MBIF involved in the criminal justice system in Australia and overseas (Murphy et al., 
2017, Peltopuro et al., 2014, Baldry et al., 2012, Talbot and O'Brien, 2008). A first step 
would be to identify disability and MBIF amongst individuals pre-release from prison, to 
use this data to inform pre-release programs, and to develop a protocol for sharing client 
information with organisations providing re-entry support and homelessness services so 
that community practitioners can put in place the right community supports in non-
stigmatising ways. Such initiatives would garner in the community some faith that the 
criminal justice system understands the motivations of offending for this highly recidivist 
offender group.  
10.4 Limitations and strengths of the study 
Sample size in relation to the number of observations was smaller than intended and only 
seven of 15 observations were completed. This was due to the impacts of the restructuring 
of funding within the non-government organisations providing re-entry, reintegration and 
homelessness services at the time of the study. During the latter phase of data collection, 
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two services involving eight participating practitioners were winding down client services 
as a result of the overhaul of the system. This led to significantly reduced availability of 
clients for the observations. Extending the study’s time for observations was not possible 
as practitioners were also winding down in their positions as a result of the cessation of 
funding to services. 
While the sample size of 13 practitioners drawing on a combined caseload of some 450 
clients was sufficient for the purposes of this in-depth study, there were issues that arose 
as part of this study that will in future benefit from further investigation with a larger sample 
size. The results from this study indicated that non-Aboriginal practitioners and non-
indigenous organisations working in re-entry and reintegration, while demonstrating efforts 
to respectfully acknowledge the cultural backgrounds of their clients, may be under-
prepared to work cross-culturally and unable within available resources to plan and work 
collaboratively with indigenous groups and organisations. The findings showed some 
weaknesses in the way that community practitioners could provide support to Aboriginal 
clients in relation to, for example, outreach to rural communities and links to indigenous 
organisations. Given the over-representation of Aboriginal persons in the Queensland 
criminal justice system (Australian Bureau of Statistics, 2016), and having regard for 
recent research in NSW, Australia which reported a significant number of Aboriginal 
persons with cognitive impairments in the prison system (Baldry et al., 2016), further 
research into the capacity of the re-entry system to respond to the intersectionality of 
culture and disability in re-entry should be considered. 
The data from the present study included considerable information about the educational 
and professional backgrounds of the 13 community practitioners who were the study’s 
informants. The sample size did not provide a sufficient basis for analysis of practice, by 
program type and by educational and professional background. This study did identify 
some differences in practice that appeared to be related to the practitioners’ current 
working environment, the type of program within which the practitioners were working at 
the time of the study, and the type of environments and programs in which practitioners 
had previously worked, but this was not sufficient upon which to draw conclusions about 
those links. Such analysis would also benefit from a gender analysis by program and 
workgroup. Interestingly, most practitioners in this study were male, and all of the 
participating practitioners from the intensive supported parole program were male. This 
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appears to run counter to the trend in the community services workforce which has a 
predominantly female workforce of 75% (Community Services Industry Alliance, 2016), but 
coheres with the trend in the correctional services workforce which has a predominantly 
male workforce of 70% (Australian Industry Standards, 2016).  
As a small study the results cannot be generalised but as an in-depth qualitative study it 
permitted the researcher to apply a grounded and probing approach from which to explore 
and contribute to an existing body of knowledge about practitioner engagement with 
vulnerable population groups. However, because the study has sought to explore, possibly 
for the first time, the nature of the engagement with and treatment of young men with MBIF 
within community re-entry and reintegration services in Queensland, it has encountered 
some limitations that should be noted. There was a lack of prior research specifically in 
relation to persons with borderline intellectual functioning in the criminal justice system, 
and a lack of prior research in relation to community practitioners who find themselves 
working with persons with a disability or MBIF but who are not operating specifically as 
disability services practitioners. It has not been able to build on previous 
conceptualisations of the role of community practitioners working in re-entry with clients 
with MBIF.  
This study has benefitted from a multidimensional theoretical framework. The value of 
applying a multidimensional frame through qualitative methods allowed for comprehensive 
attention to the links between various factors that affected community practice in the field.  
By utilising a capabilities approach as part of the framework for analysis, this facilitated the 
identification of, amongst other things, the social and environmental factors that inhibited 
practitioner capabilities and functionings. In turn, this led the study to query whether and 
how changing the social and environmental factors could better position the community 
practitioner in the community and create opportunities for stronger practitioner agency for 
social inclusion.   
10.5 Contribution of the study to knowledge in offender reintegration  
The aim of the study was to examine community practitioners’ self-reported engagement 
with young men with MBIF involved in the criminal justice system, with a view to theorising 
the role of the community practitioner working with this group of young men in re-entry and 
reintegration.  
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From the findings there emerged a case for understanding the social exclusion of young 
men with MBIF in term of capabilities deprivation and the value of such an approach to 
improving practitioner responses to young men with MBIF in re-entry and their treatment 
across the criminal justice system.  
From the findings there also emerged the case that the role of the community practitioner 
in re-entry could be re-envisioned as one more strongly embedded within the community, 
in this way enhancing the practitioner’s ability to build and nurture positive relationships 
around young men with MBIF in response to their specific needs for ongoing support. 
Constructing the role of the community practitioner in terms of capabilities and functionings 
provides policy makers and program designers with an opportunity to measure the true 
cost of developing a workforce than can work in the community to deliver change for this 
group of young men. This study offers a model for measuring, through qualitative means, 
what would be required for the community reintegration of persons with MBIF.  
Importantly too, the study has contributed, conceptually, to the proposed expansion of 
positive criminology to embrace the value of interdependency of offenders with a disability 
and MBIF. If this were to be further developed, positive criminology may make a further 
and significant contribution to offender rehabilitation not only for the ex-prisoner population 
with MBIF but also for the forensic disability populations which, based on studies in the UK 
which are detailed in Chapter 2, have been shown to include a significant number of 
forensic clients (almost 50%) with mild intellectual disability and borderline intellectual 
functioning.  
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Appendix A 
 
 
Information for Host organisations 
 
Study title: Exploring services, supports and practice approaches for young men with mild 
to borderline intellectual impairment (learning difficulties) who engage in offending 
behaviour 
Short title: Support to young men in the criminal justice system 
 
Purpose of the study 
Young men with mild to borderline intellectual impairment (learning difficulties) are over-
represented in criminal justice system and in other tertiary services. There is limited 
evidence of the success of services which seek to engage with and support young men 
18-30 years who experience learning difficulties and have become involved in the criminal 
justice system.  The literature shows that this group of young men present a challenge to 
services and to practitioners given their complex needs.  
 
Practitioners at the frontline of tertiary services are key to understanding the support needs 
of this group. 
Thus the aim of this study is to investigate practitioner’s self-reported engagement with the 
population of young men with learning difficulties who have become involved in the 
criminal justice system. The study will investigate practitioners’ understanding of their own 
role with these young men as well as the limits and opportunities for change in this role.  
The study will inform future policy and practice for young men with learning difficulties in 
the criminal justice system. 
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How many staff and clients will be sought for the study? 
Required for the study across two host organisations are: 
 12 practitioners who work in the roles of case managers or clinicians or support 
workers and who have professional qualifications in social work or other social or 
behavioural sciences or education 
 12 young men (clients) who are considered to have a mild to borderline intellectual 
impairment (learning difficulty) 
 5 young men (clients) who are not considered to have a learning difficulty. 
How were potential host organisations identified? 
Two organisations have been approached to participate in this study on the basis that they 
are non-Government service providers which provide community services: 
 to support young men who are or have been involved in the criminal justice system 
and to provide these supports to this group of clients for a period of 3 months or 
more  
 to provide programs for rehabilitation and re-integration to community 
What will be required of practitioners who volunteer to participate in the study? 
 To sign a consent form if they agree to participate (Participation is voluntary and 
participants can withdraw from the study at any time without having to give a reason 
and without prejudice) 
 To participate in two interviews and one researcher observed practice session with 
a client.  
 To identify from their clients young men 18-30 who they consider to have a mild to 
borderline intellectual impairment (learning difficulty) who may in turn be invited to 
participate in the observation sessions  
 To advise the employing organisation if they agree to participate in the study for the 
purposes of the employer’s duty of care to them 
 One practitioner to volunteer to have the researcher observe several practice 
sessions with young men who are not considered to have learning difficulties. 
What is the anticipated timeframe for the researcher’s involvement at your 
organisation?  
 It is planned to conduct the interviews and the observation sessions sometime between 
October 2015 and October 2016. 
 The researcher would like to spend time at the service outlets for the purpose of 
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familiarisation with the work environment from August 2015 at times and in roles as 
believed appropriate by the host organisation. 
 The researcher will be pleased to offer training and development to the host 
organisation at no cost upon completion of the study. 
How will confidentiality be maintained? 
 All information from participants is confidential and will not be able to be linked back 
to individual identities. Consent forms will be securely stored separately from 
information gathered and each informant is allocated a number or code in recorded 
and stored data. All data placed on the system will be password protected and 
available only to the researcher and her supervision team of two.  
 If you withdraw from the study, you will be able to request that any information you 
have given will be destroyed.  
 The young men who consent to participate in researcher observed sessions with a 
practitioner are also assured of confidentiality in the same way. 
Will you see the results of the study? 
 A summary of the findings from the study will be made available to participants as 
soon as possible. 
 The final study report will be published and will include de-identified quotes from the 
interviews. 
 A presentation of the study findings will be presented to host organisations by the 
researcher. 
What about ethics clearance for the study? 
This study is approved by the Ethics Committee of the University of Queensland. This 
study adheres to the Guidelines of the ethical review process of the University of 
Queensland and the National Statement on Ethical Conduct in Human Research. You are 
free to discuss the study with the researcher (Grazia Catalano on 0423 042 748) or with 
her supervisors (Dr Robin Fitzgerald on 336 52287 or Prof Jill Wilson on 3365 1254) If you 
have any concerns with the study you can contact an Ethics Officer at the university on 
3365 3924. 
Who is the researcher? 
The study is being undertaken by Ms Grazia Catalano as part of the requirements for PhD 
at the University of Queensland. Grazia is not an employee of the organisations hosting 
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the study, nor of Queensland Corrective Services or any other Government Agency.  She 
has had over 25 years’ experience working in State Government in the areas of education, 
youth programs and disability services and is not working part time for a non-Government 
organisation.  
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Appendix B 
 
 
Information for Practitioners 
 
Study title: Exploring services, supports and practice approaches for young men with mild 
to borderline intellectual impairment (learning difficulties) who engage in offending 
behaviour 
Short title: Support to young men involved in the criminal justice system 
 
Purpose of the study 
Young men with mild to borderline intellectual impairment (learning difficulties) are over-
represented in criminal justice system and in other tertiary services. There is limited 
evidence of the success of services which seek to engage with and support young men 
18-30 years who experience learning difficulties and have become involved in the criminal 
justice system.  The literature shows that this group of young men present a challenge to 
services and to practitioners given their complex needs.  
Practitioners at the frontline of tertiary services are key to understanding the support needs 
of this group. 
Thus the aim of this study is to investigate practitioner’s self-reported engagement with the 
population of young men with learning difficulties who have become involved in the 
criminal justice system. The study will investigate practitioners’ understanding of their own 
role with these young men as well as the limits and opportunities for change in this role.  
Who are included as “practitioners”? 
The practitioners targeted by this study: 
 Have worked with this group of young men for at least 12 months 
 Work in the capacity of case managers, clinicians or support workers 
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 Have qualifications in social work or other social or behavioural sciences or 
education (including certificate, diploma or degree courses) 
How will you participate if you agree to join the study? 
 A first face to face interview with the researcher, (up to one hour) 
 One session when you are working with a client (from the target group) to be 
observed unobtrusively by the researcher  
 A second face to face interview with the researcher (up to one hour) 
All interviews will be digitally recorded and transcribed and checked with interviewees 
for accuracy. The observation session will not be digitally recorded to reduce any 
intrusion by the researcher into the session with the client and to preserve 
confidentiality for the client. 
What is the anticipated timeframe?  
It is planned to conduct the interviews and the observation sessions sometime between 
October 2015 and October 2016. 
Are there any requirements of study participants? 
 You will be required to sign a consent form if you agree to participate 
 Participation is voluntary and you can withdraw from the study at any time without 
having to give a reason and without prejudice. 
 You will participate in two interviews and one researcher observed practice session 
with a client.  
 Participating practitioners will also be invited to volunteer to have the researcher 
observe several practice sessions with young men who are not considered to have 
learning difficulties.(Only one practitioner is needed for this purpose) 
 Participating practitioners will be required to identify clients young men 18-30 who 
they consider to have a mild to borderline intellectual impairment (learning difficulty) 
who may in turn be invited to participate in the observation sessions.  
 You should advise your employing organisation if you agree to participate in the 
study for the purposes of their duty of care to you. 
How will confidentiality be maintained? 
 All information from participants is confidential and will not be able to be linked back 
to individual identities. Consent forms will be securely stored separately from 
information gathered and each informant is allocated a number or code in recorded 
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and stored data. All data placed on the system will be password protected and 
available only to the researcher and her supervision team of two.  
 If you withdraw from the study, any information you have given will be destroyed.  
 The young men who consent to participate in researcher observed sessions with a 
practitioner are also assured of confidentiality in the same way. 
Will you see the results of the study? 
 A summary of the findings from the study will be made available to participants as 
soon as possible. 
 The final study report will be published and quotes from interviews will be included 
(de-identified) 
What about ethics clearance for the study? 
This study is approved by the Ethics Committee of the University of Queensland. The 
study adheres to the Guidelines of the ethical review process of the University of 
Queensland and the National Statement on Ethical Conduct In Human Research. You are 
free to discuss the study with the researcher (Grazia Catalano on 0423 042 748) or her 
supervisors (Dr Robin Fitzgerald on 336 52287 or Prof Jill Wilson on 33651254).  If you 
have any concerns with the study you can contact an Ethics Officer at the university on 
3365 3924. 
Who is the researcher? 
The study is being undertaken by Ms Grazia Catalano as part of the requirements for PhD 
at the University of Queensland. Grazia is not an employee of the organisations hosting 
the study, nor of Queensland Corrective Services or any other Government Agency.  She 
has had over 25 years’ experience working in State Government in the areas of education, 
youth programs and disability services and is not working part time for a non-Government 
organisation. If you would like to discuss the study with Grazia please leave a message for 
her at the office.  
Please return consent forms to the office in a sealed envelope marked confidential 
to Grazia Catalano, Researcher, University of Queensland. 
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Participant Consent Form 
 
WRITTEN CONSENT 
 
Practitioners 
Study: Support to young men involved in criminal justice system 
 
I consent to participate in this study and have read the information sheet. 
1. I understand what the project is about 
2. I agree to participate in two interviews with the researcher 
3. I agree to have the researcher observe a session that I have with a client 
4. I understand that the interviews will be recorded but that the recorder can be turned off 
at my request  
5. I understand  that  the observation session will not be recorded but that the researcher 
will make some notes during the session to later discuss with me 
6. I understand that all the information will be securely stored and kept confidential and 
that the information I provide will be coded as part of the study and will not be able to 
be to be linked directly to me  
7. I can withdraw from the study at any time and any information that I have given to the 
researcher will be destroyed 
Name of participant: 
Signature of participant:       Date: 
Name of researcher/interviewer:  Grazia Catalano  
Signature of researcher/interviewer: 
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Appendix C 
 
 
Interview Guide 
Research Aim  
The aim of the study is to examine community practitioners’ self-reported engagement with 
young men with MBIF involved in the criminal justice system, with a view to theorising the 
role of the community practitioner working with this group of young men in re-entry and 
reintegration. 
Research questions 
The research questions are: 
What do community practitioners understand to be MBIF and how it may present in young 
men involved in the criminal justice system? 
How do these practitioners see the effects of MBIF on the lives of young men engaged in 
offending behaviour? 
How do these practitioners describe how they take account of MBIF when working with 
this group of young men? 
What do practitioners propose as better approaches that would enhance their role in 
diverting these young men from the criminal justice system? 
Outline of Methods 
 Interview 1 (in depth) 
 Interview 2 (semi-structured) 
 Inobtrusive researcher observations of practitioner-client sessions (followed by “think 
aloud” and “reflections” by practitioners)  
 Researcher memos 
Interview prompts for Interview 1 and Interview questions for Interview 2 are included in 
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this Interview Guide.  
Introduction to Interview 1  
 Check if the practitioner has read Information to practitioners and signed the 
consent form 
 Reiterate that interviews are being recorded and that interviewee will check the 
transcript of the interview 
 Provide an overview of what might be covered in Interview 1 and then Interview 2 
Introduction to Interview 2 
 Check that Interview 1 was member-checked 
 Provide an overview of the range of issues that emerged from across all Interviews 
1 
Prompts for Interview 1 
 The practitioner’s professional and personal pathways into their current role- (their 
own history of how they came to work in this organisation) 
 Practitioners’ views of their organisation’s goals for clients generally and for clients 
with learning difficulties /mild to borderline intellectual functioning (MBIF) 
 Practitioners description of their role  
 Practitioners’ description and reflections on how s/he engages with and works with 
clients generally  
 Practitioners’ description and reflections on how s/he identifies and engages with 
and works with clients with mild to borderline intellectual functioning (MBIF)  
Questions for Interview 2 (Used as a guide only) 
 Provide summary of issues confronting the general client population as identified by 
interviewees in the first round of interviews; and invite practitioners to comment on 
the identified issues as part of Interview 2.  
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 Provide summary of issues confronting young men with MBIF as identified by 
interviewees in the first round of interviews; and invite practitioners to comment on 
the identified issues as part of Interview 2.  
 In light of the client needs and issues that have been identified, and the specific 
concerns which you have discussed in relation to client needs, what sort of 
programs and other supports would assist you as a practitioner in your work with 
the clients?  
 Do you have access to such programs and support for your clients?  
 What sort of programs and supports would assist you as a practitioner in your work 
with clients with MBIF?  
 Do you have access to such programs and supports for clients with MBIF?  
 Tell me about what you do for your clients to assist them to return to community? Is 
the way you work with clients with MBIF different from how you work with the 
general client group? (similarities or differences working with MBIF?) 
 Can you identify any hurdles or barriers in trying to work with clients with MBIF to 
achieve community reintegration?  
 What would make it easier for you as a practitioner to work with young men with 
MBIF?  
 In a blue sky scenario, what would make a difference for the community 
reintegration of young men with MBIF?  
 
 
 
230 
 
Appendix D 
 
 
Information for young men 
Hello, 
 
Are you 18 to 30 years old?  
 
AND 
Have you been charged with an offence by a court and been given a corrective 
service order like probation or parole?   
 
If the answer to both these questions is “YES”, then please read on.  
 
 
I am Grazia Catalano and you may see me around at your service but I don’t work for the 
service. I am from the University of Queensland and am doing a study about the ways 
services and their staff can work better with young men who have been “offenders”. 
I don’t work for Queensland Corrective Services or any other Government Department. 
I have worked for over 25 years as part of programs to support people who are 
disadvantaged,  and I know that there are just too many young men who do it tough, get 
into trouble with the law and don’t always get the support that they need. 
The name of the study is Support to young men in the criminal justice system. 
I will be talking with staff about how they do their work here, how they know what you 
really need to get back on your feet.  
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I would actually like to see how the staff works with you - but I will only do this if you say 
that I can sit in on one of your appointments or sessions with a staff member. I would only 
be sitting in the corner and not doing any asking or talking. 
 
If you do NOT want to be part of this study, no problem.  
You won’t lose any services and supports and it will not change things for you in any way. 
Just tell the staff member who gave you this information that you don’t want to do it. 
 
If you want to be part of the study, 
You will not have your name and details shown to anyone (so it is private and confidential). 
You can change your mind and drop out of the study whenever you want. You won’t have 
to give a reason for dropping out and there is no penalty for dropping out. If you drop out 
any information about you will be destroyed. 
You will need to sign the “consent form” to be part of the study and to say that I can sit in 
on one of your appointments or sessions with a staff member. 
If you want to talk more about the study you can call me, the researcher, on 0423 042 748, 
or my supervisors at the University  (Robin Fitzgerald on 3365 2287 and Jill Wilson on 
3365 1254). 
If at any time you are unhappy with anything as part of my study you can contact the 
Ethics Officer at the University of Queensland on 3365 3924 and tell them what the 
problem is. The University wants to make sure that this study follows all the proper 
guidelines for research studies that involve people so want to hear if there is a problem.  
Thank you 
Grazia 
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Participant Consent Form 
 
WRITTEN CONSENT 
Young man  
Study: Support to young men involved in the criminal justice system 
The study has been explained to me and I understand what the project is about and that I 
don’t have to be part of the study if I don’t want to.  
I agree to allow the researcher to sit in on one session that I have with staff who I see at 
my support service. 
The researcher will not be asking me any questions during this session and the session 
will not be recorded. The researcher will take some notes during the session.  
I understand that even though my name is on this consent form, my name will not be used 
in the study and that anything about me and anything I say will not be able to be linked 
back to me.  
All the information collected as part of the study will not have any of the participants’ 
names on it.  
All the information from the study will be kept private and confidential by the researcher.  
By signing this form, I agree to be part of the study …But I can say I don’t want to be part 
of the study anymore even after the study starts. If I say I don’t want to be part of the study 
anymore, the researcher will destroy any information that she has about me.  
Name of participant: 
Signature of participant:       Date: 
Name of researcher/interviewer:  Grazia Catalano  (University of Queensland) 
Signature of researcher/interviewer: 
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Appendix E 
 
 
OBSERVATION SESSION  
Researcher’s Impressionistic Notes 
 
Reference                                                                         Date:   
Client considered to have learning difficulty :  
Engagement by 
practitioner 
(general) 
 
 
 
Formal approach: 
 
Informal approach: 
 
Language style and register: 
 
Focus of session 
by practitioner 
Relationship building 
 
Identifying client’s strengths and capabilities 
 
Supporting client’s pathway to social inclusion 
 
Management and compliance/directive instruction: 
 
Other 
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Client response 
(general) 
Engaged: (help-seeking; confident) 
 
Detached: (distracted; uncooperative; minimising issues) 
 
Client behaviour: 
 
 
Times when appears to understand: 
 
Times when does not appear to understand: 
 
Language skills (receptive and expressive): 
 
Literacy skills: 
 
Emotional and behavioural indicators: 
 
Level of trust indicators: 
 
Observer’s 
general notes: 
 
 
 
Practitioner post 
session 
reflections: 
 
 
 
 
Length of session:________ 
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